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ABSTRACT 
 
Health care is a fundamental right of every citizen in South Africa, and a robust health system 
that is easily accessible is necessary to fulfil this right. Availability and entry to quality 
health care is a basic right of all South African citizen and is enshrined in the Constitution of 
South Africa. This research focused upon exploring the management of healthcare quality. 
The other objective of the study was to also explore the process strategy in the City of 
Ekurhuleni and how the administrative processes are managed within a Metropolitan. The 
study also focused on exploring the quality of healthcare systems and to identify availability, 
accessibility, acceptability of services in facilities of the City of Ekurhuleni. 
 
The method and the research design particularly used for this research study was the 
exploratory case study aimed at discovering the management of healthcare quality and the 
process strategy adopted by the City of Ekurhuleni. This dovetails with an inductive research 
approach and enabled gaining an understanding of the state of delivery of health care quality 
and process strategy within the City of Ekurhuleni. The data of the study was gathered via face 
to face interviews from health care staff in the various health care centres within the City of 
Ekurhuleni. The population comprised health care staff with in-depth knowledge in the various 
health clinics within the City of Ekurhuleni hence a purposive sampling adopted to identify 
individuals with knowledgeable or experienced within the health care department of the City 
of Ekurhuleni. 
The results of research revealed that there were both operational and management oversight 
challenges that needs addressing, some of them urgently. Challenges like staff shortages, 
poor worker morale, slow adoption of technologies and availability of working tools to 
mention a few. These challenges were seen to have a direct and immediate negative impact 
on the quality and accessibility of health care service delivery within the City of Ekurhuleni. 
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CHAPTER 1: INTRODUCTION 
 
 
1.1 Introduction 
 
The study focuses on exploring health care processes and systems in the City of Ekurhuleni. 
The City of Ekurhuleni is a district municipality that is situated in the East of Gauteng in South 
Africa. The district consists of 93 clinics and 1 district hospital. This chapter provides details 
of the research purpose and objectives; key research questions asked and the expected outcome. 
Chapter 1 also presents an orientation of the study. It introduces the rationale of the research 
together with the background focus of this study. The chapter provides a brief explanation of 
the research methodology, research unit of analysis and substantiates the choices made in the 
study. It concludes with an outline of the structure adopted for the remaining sections of the 
study and a chapter summary. 
 
1.2 Background 
 
Promoting and protecting health seeks to modify the behaviour of individuals and essential to 
human welfare. Health protection is concerned to prevent disease, sustains economic and social 
development. Thirty years ago, the Alma-Ata Declaration signatories perceived that Health for 
All would contribute both to a better quality of life and to worldwide harmony and security 
(WHO, 2010). According to Mbete (2017) “Availability and access to quality health care is a 
basic right for all South African citizen and is enshrine in the Constitution of South Africa”. 
The objective of this study is to explore and process strategy in the City of Ekurhuleni and how 
the administrative processes are managed within a Metropolitan. The research also seeks to 
discover the standard of medical care to understand accessibility, adequate supply of resources, 
and to ensure that patients are involved, treated with respect and dignity in the health care 
facilities within the City of Ekurhuleni. 
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Medical care service provision in South Africa is largely dependent in primary health care and 
the first point of access for patients to receive care is through primary health care facilities. 
Usually, these clinics are government facilities and they provide services for free (Jobson, 
2015). Although great strides have been made to improve health care delivery services to the 
general public, there are still gaps in quality of medical care services provided, this is 
sometimes noted through patients ‘complaints and long waiting times. Enhancement in the 
provision of services in health facilities requires clear strategies with respect to quality 
improvement and management of the delivery processes at every level of the health care 
delivery supply chain (Sheahan, 2012). 
 
The public health system in South Africa's varies from a larger public sector, the private sector 
is smaller but fast growing and a non-governmental organisation sector. The national 
government contributes for all the public health expenditure in South Africa. More than 40% 
of all expenditure on health comes from the National Treasury (Jobson, 2015). Public health 
spends roughly 11% of the national government's total budget. This budget is allocated nine 
provincial departments in South Africa. The World Health Organisation (WHO) recommends 
a 5% of Gross Domestic Product (GDP) in South Africa this is higher and reflects the major 
burden of disease management and treatment carried in the public sector (Khulumani Support 
Group, 2015). 
 
According to Padarath, et al., (2015) the treatment of Human Immunodeficiency Virus (HIV) 
and Tuberculosis (TB) is a key factor of the disease burden in the country and the government 
has increased allocation in public health institutions. South Africa has more than 25% 
unemployment rate, these unemployment in the country lead to poverty, government clinics 
cater for more than 80% of South African citizens. This implies that health care remains mostly 
the responsibility of the South African government. The National Department of Health 
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mission is to improve the health status in the country, with a specific obligation for the public 
sector, (Delihlazo, 2016). Jobson (2015) states that regardless of this high increase in costs, the 
quality of health outcomes is quite poor in South Africa when compared with other similar 
middle-income countries, an indication of serious inequality in health care in the country. 
 
In 2012 the National Health Facilities Baseline Audit released a report on a survey of 3,356 
clinics and community health centres, the survey found that most clinics had facility managers, 
but nearly half of the clinics had no sessional doctor visiting these facilities; 84% had no support 
from a pharmacist or pharmacy assistant; 11% had no lay counsellors to conduct HIV testing; 
57% had no administrative support and 79% have no information management staff. The 
interminable shortage of health care workers acquired from apartheid system had become an 
acute and catastrophic inadequacy in the health care system. 
Deficiencies in health delivery have caused an increase of medical negligence legal actions in 
the past 10 years in South Africa. Courts have undertaken legal notification of the insufficiencies 
in general health care systems and its effects on the poverty-stricken and the marginalised South 
Africans. Health promotion is a critical pillar in primary health care approaches, it aims to 
empower individuals by allowing to take control over their health improve their heath by 
changing behaviour and giving knowledge to communities. The National Planning 
Commission in 2011 compiled the South African National Development Plan and identified a 
number of main challenges which led to the widespread burden of disease compounded by a 
failing public health care delivery system. The Planning Commission describes a scenario that 
aims to provide quality health care to all citizens underpinned by an integrated health care 
quality management and process strategy. 
 
South Africa is currently confronted with a complex burden of disease, there is high prevalence 
of HIV/AIDS, communicable diseases such as tuberculosis. Injuries, maternal and perinatal 
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diseases, violence and lifestyle related issues also account for morbidity and mortality. A 
possible solution to some to achieving world class health care delivery lies in the strategy 
adopted to manage and implement a primary health care delivery process that ultimately leads 
to quality well-managed health care processes. 
Onya (2007) states that “the right of access to health care services requires the provision of 
equal and timely access to basic preventative, curative, rehabilitative health services and health 
education; regular screening programmes; appropriate treatment of prevalent diseases, 
illnesses, injuries and disabilities, preferably at community level; the provision of essential 
drugs and appropriate mental health treatment and care”. 
 
1.3 Statement of the problem 
 
The deficiency of commitment on the part of senior health care management to monitor, 
enforce and ensure proper implementation of strategy and management of processes results in 
the poor execution of duties and provision of critical services. Absence of robust oversight of 
health care provision system within the City of Ekurhuleni seems to affect the delivery of 
quality health outcomes hugely. Additionally, the apparent absence of horizontal support to 
staff on the ground has an adverse effect on the availability, 
 ease of access and adequacy of quality health care. 
 
1.4 Aim of the study 
 
The research aims to explore and establish the commitment by senior health care managers 
within the City of Ekurhuleni towards monitoring, enforcement and proper implementation of 
the strategy and administrative processes that prevent the poor execution of duties and provision 
of critical health care services. 
 
1.5 Research question(s) 
 
1. What does the concept “quality health care delivery” mean to health workers?  
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2. What exactly is the existing systems of the health care delivery within the City of 
Ekurhuleni? 
3. What recommendations can be offered towards accomplishing to delivering a health 
care system that is characterised as being readily available, accessible and acceptable to 
the needy and vulnerable people of the City of Ekurhuleni? 
1.6 Research objectives 
 
1. To establish the health workers’ understanding of the concept of quality health care 
delivery.  
2. To find out what the exact present state of the health care delivery system within the City 
of Ekurhuleni. 
3. To provide recommendations towards achieving a health care delivery system that is 
characterised as readily available, accessible and acceptable to the needy and vulnerable 
people of the City of Ekurhuleni. 
 
1.7 Significance of the research 
 
The study assists in highlighting the need to incorporate quality management, bottom-up 
management, process management and monitoring and evaluation techniques in shaping the 
service delivery strategy for the Municipality. Furthermore, this study has significant 
contributions in enhancement of delivery of health services in the City of Ekurhuleni and the 
whole country at large. It highlights health care promotion initiatives that focus on promoting 
good behaviour changes for South Africans, especially the poorest and the neediest people who 
always often lack access to essential primary health care services. The study also makes 
significant contributions towards provision of health care services in the City of Ekurhuleni and 
the country at large. 
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1.8 Chapters in the study 
 
This section provides a brief overview of the chapters in the study, the structure of the research is 
structured as follows, 
 
Chapter 1: Introduction and background 
 
The first chapter is an introductory chapter, it provides the study outline and the research topic. 
The chapter also provides the background to the study and states the research problem, the 
research questions and objectives and the rationale. The aims and significance of the study are 
also introduced. 
 
Chapter 2: Literature review 
 
Chapter two is a review of the literature on processes, systems that are involved in provision of 
care and the role of senior management in fostering a culture that ensures proper strategy 
implementation and management processes in the management and delivery of quality health 
care services. Existing literature on health care systems in developed countries is also 
discussed. 
 
Chapter 3: Research methodology 
 
Chapter three introduces the study plan that is deemed appropriate for undertaking the research 
study. It focuses on research techniques and study design and explains the reasons for selecting 
the type of methodology. The target population, sampling strategy are also discussed. It also 
covers the selected research data collection instrument, methods used for data analysis. Ethical 
considerations that ought to be considered by a researcher when the study was conducted are 
also presented.  
Chapter 4: Results, discussion and interpretation of findings 
 
The fourth chapter discussed data analyses. The findings are interpreted in light of previous 
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literature. The results of the study are discussed under emerged themes identified during the 
data analysis process to identify parallels or variance with current developments which will 
serve as a starting point for future studies. The results relate to the research questions that 
guided the study. 
 
Chapter 5: Conclusions and recommendations 
 
The last chapter provides a discussion of the main findings from the research and provides 
recommendations for further research. 
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CHAPTER 2: LITERATURE REVIEW 
 
2.1 Introduction 
 
This chapter deals with literature relating to health care delivery strategies and administration 
of the delivery of quality health care services was reviewed. Leadership and governance 
processes in the context of the health sector were also reviewed. This was done with a view 
establishing a clear understanding of the dimensions of what is defined as high quality of health 
care and the strategies employed to achieve the quality of health care delivery. The importance 
and aims of quality health care delivery were also reviewed. The literature reviewed also looked 
at patient-centred care as well as the South African concept of an ideal Clinic championed by the 
national government. The chapter concluded by looking at a brief overview of the health care 
systems of developed countries of Australia, the United Kingdom and the United States of 
America. 
 
2.2 Importance of quality in Health care delivery 
 
The Health Systems Trust (2015), states that “equity in health remains a critical focal topic for 
South Africa, where for many decades, health care service provision was divided along racial 
lines”. Unfortunately, after two decades into a democratic dispensation, redressing inequity in 
South Africa is still a challenge, despite strong influence from the government and 
commitment.  
The 2010 National Mandate identified a need for re-engineering of Primary Health care (PHC) 
in order to strengthen the health system. More structured focus on health pregnancy outcomes 
and child health through the introduction of District Clinical Specialist Teams to engage the 
communities on health issues through PHC Outreach Teams and School Health services in 
order to improve health outcomes (Pillay, 2013). 
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Due to its abstract nature and immaterial attributes, there are no standard definitions of quality 
(Mosadeghrad, 2014). Definitions of the term quality varies, and no single universally accepted 
definition exists. Mosadeghrad (2014) defined quality as “value, excellence, conformance to 
specifications, conformance to requirements fitness for use, meeting and/or exceeding 
customers’ expectations, and consistently delighting the customer by providing products and 
services according to the latest functional specifications which meet and exceed the customer’s 
explicit and implicit needs” Gupta & Rokade (2016: 13) defines quality as “the standard of 
something as measured against other things of a similar kind”. The Institute of Medicine 
(IOM)(1990: 133) has defined the quality in health care as “the degree to which health care 
services for individuals and populations increase the likelihood of desired health outcomes and 
are consistent with current professional knowledge”.  
 
According to Houle & Fleece (2012) advances made in medicine has led to life expectancy 
increasing. The American Medical Association, (1991: 78) states “nearly 100,000 people die 
annually in developing countries’ hospitals due to medical negligence”.  The author's further  
state  that (1991: 81) “among them, 80,000 die from hospital-acquired infections and one out 
of every 370 people admitted to a hospital dies due to medical negligence that could have been 
prevented” so, the provision of patient centred quality of care in health care services is 
important. 
 
According to Gupta & Rokade (2016: 39), “customer satisfaction is the most important parameter 
for judging the quality of service provided by a service provider to the customer”. The various 
parameters helpful to assess the quality of health care delivery are shown in Figure 2.1 below. For 
example, when customers provide positive feedback, it leads to profound goodwill feelings on the 
part of service providers and the length of waiting before receiving services indicates structural 
challenges like shortage of staff. Furthermore, positive feedback indirectly promotes and expands 
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its business and attract customers. On the other hand, negative feedback makes the business shrink and 
poor customer satisfaction. Analysis of previous data can assist in establishing standard operating 
procedures that guide the performances and behaviour of staff. This philosophy is also applied to health 
care workers. In this day and age, patients are progressively knowledgeable and are aware of their rights 
to information, choice at health care services and the quality of health care services they receive. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 2.1: Parameters helpful to judge the quality of Health care.  Source: Gupta & Rokade (2016) 
 
 
2.3 Norms and standards for health care clinics in South Africa 
 
Health care transformation plans are fundamental to basic health services in South Africa. The 
National Department of Health (2000) states that “an integrated package of essential primary 
health care services available to the entire population will provide the solid foundations of a 
single, unified health system”. Furthermore, the department points out that an integrated 
package of essential primary health care services will be the driving force in improved health 
outcomes. The national health minister stated that “convenient access to adequate public health 
care services is the rightful expectation of every citizen, especially those previously 
disadvantaged”. Communities are encouraged to participate in the planning of essential 
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services to improve and optimise delivery of care for the benefit of the people. 
According to the National Department of Health, the following standards are supposed to be 
adopted and adhered to by all clinics throughout the country, 
• Consultation: Involvement of communities in conversations about the standards 
of quality of public health care services they receive and wherever possible be given 
choices on the services offered. 
• Access: All residents have a right to obtain and appropriately use quality health 
services. 
 
• Courtesy: Citizens should receive positive interactions and treated with respect. 
 
 
• Redress: Citizens to be given an appropriate response if the promised standard of 
health care service is not delivered. Citizens should be allowed to document 
complaints, offered an apology, an explanation and an adequate remedial action to 
be taken.  
The standards have certain implications in terms of the conduct of the health staff and how they 
deliver the Health care services. Some of the implications for the health staff are as follows, 
 
• Conduct and deliver health care services with high regard for professional morals 
and principles. 
• To ensure that the public can recognise the level of achievements in service 
delivery, services offered should be indicated and measured with performance 
indicators displayed. 
• Conduct health care services in a welcoming and confidential manner. 
 
• Staff to allow opportunities for community engagement. 
 
• Provide readily accessible and effective ways of documenting and investigating 
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complaints or welcome proposals for improvement of health care services. 
• Provide information on services that are rendered and operating hours for each 
facility including personnel changes, movements and extra activities such as health 
awareness days. 
2.4 The characteristics of an ideal clinic in South Africa 
 
According to the National Department of Health an Ideal Clinic is “a clinic with good 
infrastructure appropriate staffing levels, sufficient quantities of medicines and supplies, good 
administrative processes and adequate bulk supplies that use applicable clinical policies, 
protocols, guidelines as well as stakeholder support, to ensure the provision of quality health 
services to the community” 
 
According to Ekurhuleni Press Release (2016) four of the Municipality's clinics had been 
ranked in the top ten nationwide based on meeting requirements set by the national 
administration that all primary health care facilities should in the next three years acquire an ideal 
clinic status. The press release went on to list the characteristics of an Ideal clinic which are as 
follows: 
- hygienic facility, 
- opens on schedule and possibly closes when the last patient is consulted, 
- facility with good infrastructure, 
 
- satisfactory staff, 
 
- suitability of dispensary and availability of stock, 
 
- supplies good administrative processes, 
 
- Sufficient mass supplies that utilise material clinical strategies, conventions and rules to 
guarantee the arrangement of value wellbeing administrations to the network is likewise 
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compulsory. Such characteristics serve as an assurance that residents will enjoy quality health 
care service at the level standardised by the national government. 
 
2.5 Implementation of national health insurance 
 
The South African government intends to radically transform public health care through the 
implementation of national health insurance (NHI), (Health Systems Trust Report, 2016). The 
report states that “the implementation of the NHI holds the potential to create universal access 
to effective programmes to promote health care, prevent disease, care for the sick, and support 
the disabled”. The government’s main objective for the implementation of NHI is the co-
optation of the private system, consolidation of public health system in providing essential 
health care services to all citizens of South Africa meaning there will be one pool of healthcare 
funding for both private and public healthcare providers alike. The establishment of national 
health insurance system, centred at giving widespread, needs-based access to medicinal 
services for every single South African, in light of standards of social solidarity, value, 
viability, fittingness, reasonableness, proficiency and the privilege of access to human services. 
2.6 Breakthrough healthcare delivery strategies 
 
It is crucially important that the City of Ekurhuleni policymakers understand the connection 
between healthcare delivery concerns and priorities and find a way to balance improvements 
on all of them concurrently. However, simultaneously, they should recognise that opinions to 
the healthcare are modelled with the public (Murray, 2015). A report by the Council for Medical 
Schemes (2015) states that “Grand health care policy initiatives will only be applauded if they 
can be implemented, managed effectively to produce demonstrable and desired outcomes”. 
 The national government priorities reducing the burden of premature deaths and to improve 
healthcare efficiency and quality are also diagrammatically presented below in Figures 2.3 and 
2.4. Figure 2.3 depicts key policy, programme and service priorities when dealing with a 
various disease such ad HIV and Aids and Tuberculosis and how they can be prevented or 
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treated and education programmes with a view to improving health care delivery. Examples of 
HIV prevention programmes include the implementation of provider-initiated HIV counselling 
and testing, the scaling up medical male circumcision nationally and high-level of awareness, 
alertness and health seeking behaviour for TB detection in HIV positive people. Figure 2.4 
summarizes critical policy and management interventions which may be implemented to 
improve efficiency and quality of health care. 
For example, introduction of the office of standards and compliance as well as the national 
policy on quality which focuses on priority programmes of HIV and Aids and TB and STIs in 
both rural and district health facility centres especially maternal & perinatal care. On the other 
hand, efficiency can be improved through decentralisation of management responsibilities to 
district, sub-district health councils and hospital managers, empowering them to recruit and 
ensure enough skilled, experienced and motivated manpower at all times and in all areas of 
health care delivery. Further efficiency interventions include simplifying management 
information systems to improve use, focusing on educating all levels of management on 
financial administration, minimisation of unnecessary paperwork and monitoring on-time use 
and punctuality (Murray, 2015). 
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Figure 2.2: “Adapted national priorities to reduce the burden of premature deaths. Source: National Health care Priorities 2010 - 
2016 – 2010 -2016” 
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Figure 2.3: Adapted national priorities to improve Health care. Source: National Health care Priorities 
2010 - 2016 
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2.7 Patient-centred care 
 
Provision of services whereby care is responsive and respectful to the patient has taken centre in 
in the driving forces of quality of health care services (Institute of Medicine, 2015). According to 
the Australian Commission on Safety and Quality in Health Care (2011) Patient-centred care is 
the practice of providing value adding service to the patient, providing them with choice, 
understanding that their voice matters and values needs of the patients as consumers. The 
dimensions of patient-centred care are widely recognised, and they include providing emotional 
support, respect and dignity, pain management, education and communication, coordinated plan 
of treatment, care coordination, the involvement of family and carers, and access to care. Institute 
of Medicine (2015: 102) sates that “Research demonstrates that patient-centred care improves the 
patient care experience and creates public value for services”. It further stipulates “when health 
care professionals, managers, patients, families and carers work in partnership, the quality and 
safety of health care rises, costs decrease, provider satisfaction increases, and patient care 
experience improves”. 
Patient-centred health care according to the International Alliance of Patients Organisations (2007), 
is based on five core principles namely,  
 
a) Understanding of patients’ individual needs and first choice. 
 
b) Rights and responsibilities of patients to be involved decisions that influence their lives. 
c) Education of patients and inclusion by government and health care organisations on new 
systems and policies. 
d) Availability and access to proper, quality and safe health services. 
e) Patients should be provided with the knowledge they need to make informed decisions 
about health care, treatment and living with their condition. 
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Figure 2.2 below shows the Picker’s Eight Principles of Patient-Centred Care. Researchers from 
Harvard Medical School, on behalf of Picker Institute and The Commonwealth Fund, came up with 
a list of eight primary dimensions of patient-centred care by using a wide range of focus groups of 
patients who were previously admitted into their facilities, family members, physicians and non-
physician hospital staff combined with a review of pertinent literature. The researchers established 
that there are certain practices favourable to positive patient experience and their findings form 
Picker’s Eight Principles of Patient-Centred Care listing the 8 practices that lend themselves to 
great not only patient experience but also the family member’s satisfaction of care offered to their 
loved ones. 
 
 
Figure 2.4: Picker’s Eight Principles of Patient-Centred Care Source: Institute of Medicine (2015) 
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2.8 Aims of quality in health care 
 
An article by The Open University (2016) titled Introducing Health care improvement, outlines 
six dimensions of high-quality health care that should inform the development of quality health 
improvement initiatives. The six dimensions of quality are sometimes referred to as “aims for 
improvement”. The Institute of Medicine also stated in their report (2011) that health care 
providers should measure and monitor the health care delivery quality they offer in relation to 
these aims so that the information gathered may assist target Health care quality improvements 
and promotions. The six dimensions of quality health care delivery are: 
• Safe: Patient safety refers to reduction of risks and the minimisation of harm, 
• Effective: health care effectiveness refers to selecting the appropriate methods and 
approaches necessary and required to achieve the desired health care outcomes. Sometimes 
this aspect of high-quality health care is also referred to medically as clinically effective 
health care, 
• Patient-centered: This refers to considering the preferences and desires of patients and 
acknowledging and respecting their cultural background, 
• Timely: High-quality health care is measured by timeliness. Timely health care refers to 
minimisation of wait and delays in health care services, such as being admitted to the hospital, 
receiving health care appointments, undergoing tests, and in receiving test results. 
• Efficient: Health care services that is efficient implies that it ought to be cost-effective. 
Health care workers should consistently be concerned about wasteful expenditure but 
increased demand on resources has prompted a considerably more prominent accentuation 
on improving service provision in recent years 
• Equitable: Equitable health provision alludes to offering access that is of high quality. 
Health   that is affordable, comprehensive and does not discriminate based on race and 
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socio-economic status. These aims have also been adopted as a framework by the World 
Health Organisation (2015) and by health care providers around the world. For example, the 
Health care Quality Strategy for NHS Scotland (Scottish Government, 2010) is explicitly 
based on these aims for improvement. 
 
2.9 Challenges to realising quality health care as a human right 
 
Health care is a major right of every human therefore, a robust, accessible health care system is 
essential for the fulfilment of this particular right (World Health Organisation, 2015). Jobson 
(2015: 15) states that “poverty is closely linked to ill-health and limitations in access to health 
services as well as to lack of opportunity to lead a healthy life”. Other necessary conditions 
considered good for healthy living alongside health care services are food, water, sanitation, and 
education. It is therefore critically to understand the relationship between the many elements of 
poverty and health and deal with the connection between the two (National Health Department, 
2015). The right to health requires assurances of equality and that human rights are exercised, 
necessary steps need to be taken to ensure that any discrimination in health care policy and/or 
practices are eliminated (Statistics South Africa, 2015). The obligation to destroy severe 
oppressive structures that influence the wellbeing of vulnerable groups in society whose health-
related needs should be prioritised by the government. According to Shisana et al., (2013: 91) “the 
right of access to health care services requires the provision of equal and timely access to basic 
preventative, curative, rehabilitative health care services and health education”. Shisana et al., 
(2013: 73) further point out “regular screening programmes; appropriate treatment of prevalent 
diseases, illnesses, injuries and disabilities, preferably at the community level; the provision of 
essential drugs and appropriate mental health treatment and care.” 
 
2.10 Challenges of health care delivery in South Africa 
 
Post-1994 democracy reforms to the public sector achieved immense developments and 
enhancements for access to health services. Health care management restructuring supported 
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delivery of services and a more unbiased health care expenditure, (Medical Research Council, 
2011). However, 20 years later the early gains achieved seems to have been eroded, generally by 
weak health care management systems and low staff morale (Harrison, 2012). This results in 
poor health outcomes relative to total health expenditure. Table 2.2 highlights some of the serious 
challenges facing the health care delivery system in South Africa. According to the Conference 
on National Health Insurance (2011) these range from operational inefficiencies, due to minimum 
monitoring and standardised processes, and persistent crocked resource allocation between public 
and private sectors which is not apportioned according to the health care needs. Health care 
professionals seem to be leaving the sector and country which leaves gaps which are difficult to 
fill given bureaucratic processes followed to achieve this. There seems to be not enough effort to 
deal with a common disease such as Tuberculosis disease. Things have been made worse by the 
emergence of both multidrug resistance and e extensively drug-resistant tuberculosis bacterial 
strains that resist multiple antibiotics, antifungal, antiviral, and antiparasitic drugs. 
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Table 2.1: Possible shortcomings to quality Health care delivery 
 
Quality Health care delivery shortcomings 
Insufficient prevention and control of epidemics 
 
 
1. Limited effort to curtail common diseases. 
 
2. The emergence of MDR and XDR 
 
3. Lack of focused attention on the epidemic of alcohol abuse, violence etc. 
Persistently skewed allocation of resources between public 
 
& private sectors 
 
4. Inequitable spending patterns contrasted with health needs.  
 
5. Insufficient staff in the public sector because of low compensations 
Weaknesses in health systems management 
 
6. Poor nature of human services in key projects.  
 
7. Operational wasteful aspects, because of least checking and normalized forms.  
 
8. A deficient appointment of power.  
 
9. Persistently low wellbeing specialist assurance.  
 
10. Insufficient initiative and advancement. 
 
 
 
Kuyken et al., (2008) sate that “a five-year review of the public health sector conducted in South 
Africa in 1999 found that with respect to human resources the single most consistent finding in 
the field studies in all parts of the country was that morale among healthcare workers was low, 
especially among nurses”. The review report came to a conclusion that “even though nurses 
blamed their low morale to being overworked, this was possibly not the major reason and that a 
sense of lack of care, low remuneration and lack of support was also at the core of problems of 
nurses’ low morale”. Successive, re-evaluations of the public health system since then have 
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established these conclusions (Delobelle et al., 2010). 
 
2.11 Interventions to health care challenges 
 
Efforts are being made to restore the health care delivery to the former glory of early post-1994. 
National campaigns to uphold the values of health care workers which are linked to rewards and 
recognition are in full swing. Throughout the country, National and provincial health departments 
are re‐asserting the fundamental role of management teams in providing support and empowering 
healthcare personnel. There is the talk of focusing on technology as a way of simplifying processes 
and minimise the use of paperwork processes and the creation of a national database to facilitate 
online functionalities, e.g. loading of patient information. Facilitation of processes for on the job 
support to healthcare staff that goes beyond occasional training and to incentivise for further 
personnel development and capacity building , through providing funding to employees through 
use of a programme linked to the National Students Financial Aid Scheme (NSFAS) (Conner, 
2006). 
 
 
The government has commenced focusing on HIV prevention programmes which include the 
launching of provider-introduced testing of HIV, male circumcision efforts, high-level awareness 
procedures for TB detection in HIV positive people. Provincial and district health care facilities 
have commenced implementation of standards compliance and crafting policies on quality which 
focuses on priority programmes of HIV and Aids and TB and STIs in both rural and district health 
facility centres especially maternal and perinatal care. The most significant intervention involves 
vigorous monitoring and standardization of mundane processes and ensuring that budget 
allocations are driven by health requirements to ensure that the majority of poor people access 
quality health care. There are dedicated and committed health workers who do their absolute best 
every day in primary health clinics and hospitals across the country, providing first class quality 
services even confronted with a scarcity of resources. A regular element in all the good health 
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care stories was strong, motivated and innovative leadership within these health care facilities 
(Mosadeghrad, 2014). Conner, (2006) states that “it has now become clear and necessary that the 
type of leadership training that is provided to senior and middle‐level health managers should 
now be extended to clinic managers and other staff”. Be that as it may, the resolve of staff morale 
will possibly improve in the event that they have a feeling of direction and individual satisfaction, 
which to an enormous degree relies upon ranking manager at each level to explain and involve 
them in strategy and shared vision which then gets religiously monitored (Conner, 2006). 
 
2.12 Importance of leadership management and innovation in healthcare 
 
According to Mosadeghrad (2014), effective management in health care is a critical motivator for 
the establishment of quality services from the perspective of providers, managers, policymakers 
and patients. The author further states that “everything in the hospital is affected by the 
management, if people have good ideas for Health care quality improvement, but there is no good 
management, those ideas would be useless”. Andrews and Pillay (2009), identified critical success 
factors for the implementation of a Strategic Plans, including: 
➢ Leadership, and, political leaders as well as managers in the health care system must have a 
vision. Successful leaders can respond to daily challenges while still being able to step back, 
strategize and focus on the future.  
 
➢ Empowerment of leaders at the local government level to drive the change and motivate 
employees is a great need. Participative leadership allows leaders to invite inputs and 
partners with subordinates in decision-making authority.  
 
➢ A mechanism for innovative leaders to influence and stimulate employee’s creative potential 
therefore develop innovation that will allow for efficiency the delivery of services in the 
public health care sector. 
Municipal managers working with such a mechanism – an agency (or agencies) would be able to 
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deliver “horizontal support” to the management team and health care workers at the clinic level 
(Tourangeau & Cranley, 2006). According to Hall (2004), “a commitment by senior management 
to visit health care facilities at least once a month to share the vision and provide encouragement 
could rebuild a sense of common purpose”. 
It is critically important that innovation and doing things differently be part of the organisational 
culture for every health care staff, in providing high quality and compassionate health care. The 
National Health Services business plan for 2013/14 – 2015/16 points out that “innovation is as 
much about designing new ways of doing things, as it is about taking up new technologies”. It is 
important, therefore, that health care delivery decision-makers commission health care 
programmes that afford fast dispersion and appropriation of creative thoughts, services and 
administrations so everyone can benefit from demonstrated best practice. 
2.13 Health care policy practices in developed nations 
 
Compared to developed countries it is no secret that delivery of health services developing, and 
less developed countries has deficiencies. Citizens in these nations experience the ill effects of 
unclean water, poor sanitation conditions, restricted access to health services and a high danger of 
contracting severe illnesses (Elgarten, 2017). People in developing and poor countries tend to have 
less access to health services than those in developed or better-off countries. Within these 
countries, the poor tend to be the most affected by less access to health services (Peters et al., 
2008). Based on various health care measurement metrics such as metrics for health care delivery, 
patient centricity, patient safety, quality of health care as well as policy implementation and health 
care improvement and monitoring, developed nations are global leaders and form the yardstick to 
measure against (WHO, 2011). Brief health care policy practices of three developed nations, 
namely the United Kingdom (UK), the United States and Australia are discussed below. 
 
2.13.1 Health care policy practices in the United Kingdom 
 
The United Kingdom (UK) have for a long time, made the quality of health care a highly visible 
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priority internationally. They have made developed innovative tools and well documented policies 
to assure and improve the quality of health care, (National Health Services Report, 2013). 
However, Nolte et al., (2009) indicate that despite the UK being considered as a global pioneer 
in health care monitoring and improvement, the country does not reliably exhibit such solid 
execution on the universal benchmarks of value. To make ensure proceeded quality gains, the UK 
health care system needs to balance to top-down way to deal with quality administration with 
bottom-up approaches to deal with quality improvement and publish more quality and outcomes 
information (Westert, 2008). The international benchmarking of health care on quality (2013) has 
forums such as conferences where key officials and clinical leaders from the health care systems 
responsible for the quality of health care can meet on a regular basis to discuss innovation. 
In the UK, patient safety is now recognised to be something that every healthcare professional 
must hold at the very heart of what they do (The Commonwealth Fund Commission, 2006). Patient 
safety has progressively improved and markedly reduced variations between different health 
facilities within the UK. The consistency across the NHS gives patients the confidence that 
whichever Health care facility they go to, they are assured of receiving the highest standard of 
quality health care delivered in a safe manner. 
 
The UK has developed a National Health Service Outcomes (NHS) Framework policy that is at 
the heart of the UK health and care system. There are 68 indicators in the framework that monitor 
and evaluate performance in the health and care system at a nationwide. The list is not intended to 
be all-inclusive but rather, is designed to be a set of outcomes that measure the continuum of care 
at different levels within the UK. Reporting on the indicators is the primary accountability 
mechanism and the framework provides an overarching picture of the countries health care system 
(The NHS Outcomes Framework Report, 2015/16). The framework also improves quality 
throughout the NHS by encouraging a culture of doing things differently amongst employees and 
behavioural change focused on health outcomes and not only processes. 
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The NHS Outcomes Framework policy clusters the 68 indicators into five domains, which defines 
high-level national outcomes that the NHS should be aiming to improve. Table 2.3 describes the 
NHS Outcomes Framework which indicates the five domains. For each domain, there are sub-
indicators followed by several areas for improvement. The main elements are designed to track 
the domain as broadly. Improvement area indicators are included to target those groups not covered 
by the overarching indicators and/or where the independent emphasis is merited. For example, 
improvement area indicators focus on improving health and reducing health inequalities. 
 
Table 2.2: The five domains of the NHS outcomes framework 
 
Domain 1 Preventing people from dying prematurely; 
Domain 2 Enhancing the quality of life for people with long-term conditions; 
Domain 3 Helping people to recover from episodes of ill health or following injury; 
Domain 4 Ensuring that people have a positive experience of care; and 
Domain 5 Treating and caring for people in a safe environment; and protecting 
 
them from avoidable harm. 
 
Source: Davies, (2005). International benchmarking of Health care quality. 
 
The UK National Health Services Report (2013) indicated that local government (or 
councils/municipalities) have a wide scope of obligations and duties with respect to the wellbeing 
of their population, which stretch out past the NHS into both general health and social 
consideration. The health and wellbeing boards surveys the present and future health and social 
consideration needs through a Joint Strategic Needs Assessments (JSNAs) (NHS Constitution, 
2015).The JSNAs uses evidence based principles of analysing available data and information at 
the local community’s health and social care needs. JSNAs engages and works with a wide range 
of local stakeholders such as patient focus groups, voluntary organisations and the community at 
large to conduct root cause analysed and find solution to improve health care service delivery. 
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2.14 Health care policy practices in Australia 
 
The Australian health system is an intricate blend of national and state governments partially 
subsidizing and having responsibility in administration. It is hard for patients to navigate. 
Regardless of its multifaceted nature, Australia's all-inclusive wellbeing framework accomplishes 
great outcomes productively (OECD health policy overview report, 2015). The Australian health 
care system be considered as one in which hospitals are together subsidized by territory 
government (Corallo et al., 2014). The states are the hospital system managers, while the federal 
government retains lead responsibility for primary healthcare. Private hospitals are subject to a 
combination public, private health funding and authoritative requirements. The states responsible 
for licensing private hospitals, while the federal government regulates private health insurance. 
The principal approach for guaranteeing the superiority of healthcare is contained in the National 
Health care Agreement of the Council of Australian Government of 2012. The agreement is a 
nationwide agreement, it outlines the vision of the Australian governments in health care service 
provision. The agreement provides a framework to improve health outcomes for all and the 
continuous performance of the health care indicators. It is also a benchmark on which performance 
is monitored and evaluated. The agreement sets out the national priority policy directions, 
reporting, and use of information necessary for improving health services. Areas for reform, such 
as major chronic diseases and their risk factors are set out in that document. The regulatory 
framework, indicators and standards in the agreement address issues of quality from primary to 
tertiary health care and include disease-specific targets of high priority, as well as general 
benchmarks. 
According to the Vital Signs Report (2015-16) by the Australian Commission on Safety and 
Quality in health care, the commission’s role is to lead and coordinate national improvements in 
the safety and quality of health care. The report further indicates that the Commission works in 
partnership with patients, communities, health care providers, health managers, policymakers and 
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health organisations to achieve a maintainable, efficient, safe and high-quality health care system. 
Key functions of the Commission are the following, 
• Development of quality standards, national safety policies and guidelines, 
 
• Development of clinical packages of to improve the execution of evidence-based strategies, 
 
• Coordination of work in explicit territories to improve results for patients, and 
 
• Information provision though publications and open resources about safety and quality. 
 
The Commission works in four priority areas, namely 
 
a) Safe delivery of health care, 
 
b) Collaborating with patients, consumers and communities, 
 
c) Quality, value and outcomes, 
 
d) Healthcare workers, organisations and providers are engaged. 
Australian Commission on Safety and Quality in Health care Report (2015) states that “one of the 
Commission’s key functions is to report on the state of safety and quality in the Australian Health 
care system”. The report further stipulates reporting on safety and quality of services is critical 
because it informs how the health system is performing, and how successful efforts are at ensuring 
quality health care delivery to patients. 
Although the Australian health care system provides safe and high-quality care in most cases, 
regrettably, some people do not always receive all the care that is recommended, and adverse 
events occur at times (Frakt, 2015). Those tasked with health care service delivery such as doctors, 
make a solid effort to guarantee that patients get the most ideal consideration and are protected 
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from risks and danger. However, health delivery is an intricate procedure that requires a lot of 
arranging and coordination, and on occasion things may turn out badly. To minimise the risk of 
patients getting harmed, it is essential to ensure excellent and robust processes are put in place 
and standardised. 
2.15 Brief health care policy practices in the United States of America 
 
The United States essentially has third-party payer health care system framework, which implies 
that a health care coverage plan where a third party repays specialists for the expense 
administration of health care services that are provided to patients. The nation utilizes a blended 
arrangement of open and private protection. The two significant open projects are Medicaid, for 
low-pay individuals and people with incapacities, and Medicare, for individuals matured 65 or 
more seasoned or more youthful individuals with a particular kind of inabilities or kidney disease. 
(Levitt et al., 2014). 
 
According to Berger (2015), “health care quality in the United States of America is improving, 
but there is still a lot that needs to be done”. As authorised by the Affordable Care Act (ACA), 
The National Strategy for Quality Improvement in health care (National Strategy) was created in 
March 2011 by the Agency for Health care Research and Quality (AHRQ) to guide Health care 
quality improvement efforts at the local, state, and national levels through three key aims stated 
below and six priorities indicated in Figure 2.4 further below as well. 
 
1. Better Care: Improving overall quality by making health care more patient-centred, 
dependable, available, and safe. 
 
2. Health People health communities: supporting demonstrated intercessions to address 
conduct, social, and ecological determinants of wellbeing notwithstanding conveying 
more excellent human services and,  
3. Cots of quality health care: Cost effective health care, and work towards reducing the 
cost of quality health care for individuals, families, employers, and government. 
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The 2012 Annual Progress Report to Congress on the National Quality Strategy elaborated on 
these six priorities and established long-term goals (see Figure 2.4) and national tracking 
measures to monitor health care quality improvement and progress. 
 
 
 
Table 2.3: Health care quality improvement efforts priorities and associated long term goals 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  Figure 2,4 Health care quality improvement efforts priorities Source: Adopted from Berger, 
2015, United States Health care improvement priorities 
 
2.16 Summary 
 
In this chapter literature pertaining to health care delivery strategies and the management and 
administration of the delivery of quality health care services was reviewed. This was done with a 
view establishing a clear understanding of the dimensions of high-quality Health care and the 
strategies and policies employed to achieve such quality of health care delivery. The importance 
and aims of quality health care quality were also reviewed. It is noted that national and provincial 
health departments need to re‐assert the primary role of management teams in supporting and 
empowering health care personnel throughout the country. This will assist in improving 
operational inefficiencies, through robust monitoring and standardising processes, and persistent 
crocked resource allocation between public and private sectors which is not apportioned according 
32  
to the health care needs. The literature review also looked at patient-centred care as well as the 
 
South African concept of “An ideal Clinic” championed by the national government. The chapter 
concluded by looking at health care policy practices in developed countries focus on Australia, 
the United Kingdom and the United States of America. The next chapter focuses on the research 
design and methodology. 
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CHAPTER 3: RESEARCH METHODOLOGY 
 
 
3.1 Introduction 
 
This chapter provided an outline of the research methods. The researcher provides a detailed 
philosophical assumption underpinning this research. The plan for carrying out the study is 
explained, the research methodology adopted, and the reasons thereof are explained. The chapter 
begins with describing the research philosophy, research approach, research design, research 
strategy and covers the reason for selecting the research philosophy. This chapter defines the scope 
of the pilot study, the instrument that was used for data collection and the procedure that were 
followed in carrying out the study. A clear outline of the data analysis technique, trustworthiness 
and credibility. Ethical consideration for example how approval and consent was granted are 
discussed in the sections below. 
3.2 The research philosophy 
 
Research philosophy is related to the enhancement of understanding and the nature of that 
information, the philosophy guides the researcher on how to conduct the study appropriately. The 
technique used to conduct a research may be conceived in terms of the research philosophy. It 
can be pragmatism, positivism, realism or interpretivism. The research philosophy is defined by 
Saunders et al., (2012) as “an over-arching term that relates to the development of knowledge 
and the nature of that knowledge”. According to Bajpai, (2011) research philosophy is “a belief 
about the way in which data about a phenomenon should be gathered, analysed and used”. The 
term epistemology (what is known to be true) as opposed to doxology (what is believed to be 
true) encompasses the various philosophies of research approach. Research philosophy adopted 
by a researcher gives guide on how to conduct the research appropriately and contains important 
assumptions about the way in which the researcher views the world. These assumptions underpin 
the research strategy and the methods chosen as part of that strategy (van Wyk, 2012). 
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According to Keat (2013) “positivism aims at the derivation of laws or law-like generalisations 
similar to those in the physical and natural sciences”. Hyde, Lohan & McDonnell (2011) 
indicates that “opposite to positivism is the phenomenological method which focuses particular 
attention to understanding how individuals make choices on the basis of their unique biographies 
and the specific features of the situations in which they do so and in relations to individuals’ 
interactions with others”. The research process which Saunders, Lewis and Thornhill (2011) 
describe as “the research onion”, is comprised of different layers, as shown in Figure 3.1 below 
which was adopted. Interpretivism philosophy was adopted for this study. Interpretivism 
philosophy was preferred because it involves researchers to interpret elements of the study and 
integrates human interest into a study. Accordingly, this philosophy emphasizes qualitative 
analysis over quantitative analysis (Saunders et al., 2009). 
 
 
 
Figure 3.1: The research onion  Source: Adopted from Mark Saunders, Philip Lewis and Adrian 
Thornhill 2009. 
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3.3 The research design 
 
Saunders, Lewis & Thornhill (2012) states that “the research design is the general plan of how a 
researcher goes about answering the research question(s)”. It is emphasised that research questions 
should be clearly defined as the design should contain clear objectives, derived from these 
research question(s), specify the sources from which data was collected, and also consider the 
envisaged constraints such as access to data, time, location and money as well considering ethical 
issues. Significantly, a research design must reflect that the researcher did think carefully about 
the valid reasons for selecting and employing a research design (Saunders et al., 2012). 
 
For the present research study, the research design that was adopted for this study was an 
exploratory case study design. This research design dovetails with the adopted inductive research 
approach. According to Saunders et al. (2012), exploratory case study research focuses on merely 
to explore the research questions and does not aim at offering final and conclusive solutions to an 
existing problem. In this study, it enables the researcher to gain an understanding of the state of 
delivery of health care quality and process strategy within the City of Ekurhuleni. This 
research design was also adopted because it is suited to the qualitative research approach employed 
for this study. Saunders et al., (2012) further point out that this type of research is usually done to 
study a problem that has not been clearly understood yet and tends to challenge new problems on 
which little or no previous research has been conducted. The exploratory case study research 
design fits well with the effort to answer among others, the research questions, objectives and the 
problem statement. According to Saunders et al (2012), “it is possible to use different research 
strategies linked to a philosophical paradigm”. Saunders et al., (2012) state that “what is most 
important is not the label that is attached to a particular strategy, but whether the strategy enables 
the researcher to answer the particular research question(s) and meet the research objectives.” The 
choice of research strategy was guided by the research question(s) and objectives, the extent of 
existing knowledge, the amount of time and other resources, as well as the researcher’s own 
philosophical underpinnings. The main reason for adopting this strategy was that interviews allow 
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access to rich information and semi-structured questions were used to collect the research data. 
Figure 3.2 below illustrates the classification of research designs. 
 
 
 
 
Figure 3.2: Classification of research designs Source: Adapted from Shukla (2009). Market research 
 
 
3.4 Research approach 
 
The adoption of a research approach is additionally founded by the nature of the research problem 
or challenges that must be addressed, the researchers’ very own personal encounters, and the 
audiences for the research (Saunders et al., 2012). A research approach can be deductive that is 
quantitative (in which the researcher develops a theory and plans a research strategy to test the 
hypothesis) or inductive that is qualitative (in which the researcher would collect data and develops 
a theory as a result of the data analysis (Saunders et al., 2012). Creswell (2014) states that “insofar 
as it is useful to attach these research approaches to the different research philosophies, it believed 
that such labelling is potentially misleading and of no real practical value”. 
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For this research study, the research approach adopted was a mixed-method simple. According to 
Sanders et al., (2012) “research using a mixed-method approach permits a completer and more 
synergistic utilisation of data than do separate quantitative and qualitative data collection and 
analysis”. The mixed-method approach was also selected for this study for the reason that it allows 
a researcher to use qualitative data to augment a quantitative outcomes study and vice versa. This 
explanatory sequential design typically included two stages, (a) development of a quantitative 
instrument phase to further explore research questions, followed by (b) a qualitative data 
collection phase, in which the qualitative phase builds directly on the results from the quantitative 
phase. In this way, the quantitative results are explained in more detail through the qualitative data. 
 
In addition, the researcher believed that the preferred approach offered superior trustworthiness  
as the process of observing may help create theories or improve thinking and conceptualization 
(Hennik et al., 2011). However, in order to determine whether there exists any significant 
difference between responses from all respondents and among respondents to ensure that all 
respondents had a good knowledge of the research questions they were being asked, the researcher 
also employed descriptive and analytical statistical techniques to analyse the data. This allowed 
the use of analysis of variance between responses. 
 
3.5 Target population 
 
Taherdoost, (2016: 43) describes a population as “a group of elements or cases, whether 
individuals, objects, or events, whom we want the research results to apply to or conform to 
specific criteria and to which we intend to generalize the results of the research”. Participants’ 
for this study included health care staff with in-depth knowledge of the various health facilities 
within the City of Ekurhuleni. 
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3.6 Sampling strategy and sample size 
 
Guetterman (2015: 51), state that “regardless of the research questions and objectives the 
researcher has to consider whether to utilise sampling or not”. According to Bryman (2011), in 
certain instances, it is not possible to collect data from each conceivable case or component of 
the overall population, which is referred to as a census. Bryman (2011) in numerous 
circumstances it would be impossible to gather or investigate all information accessible from 
each respondent because of time, expense and access imperatives. Therefore, sampling 
procedures must be utilized to consider decreasing the amount of information a researcher 
needed to manage by just taking into account the information from a representative group of the 
population which made the data manageable. 
 
In this study, a non-probability sampling strategy was employed. Olsen & Schreuder (1997) state 
that “non - probability sampling is often the chosen route when a researcher, for example, is 
undertaking an exploratory qualitative study and does not have the objective of generalising the 
findings to the population from which the sample was selected”. 
 
Palys (2008:26), states that “purposive sampling is a widely used qualitative research technique 
utilised to identify individuals that are knowledgeable or experienced with a particular 
phenomenon of interest”. Saunders et al., (2012:89) state “the issue of sample size is ambiguous 
in all other non-probability techniques except for quota sampling, as opposed to probability 
sampling techniques and there are no rules”. Teddlie & Yu (2009: 107), declare that “the sample 
size is dependent on the research questions and objectives, and in particular, what needed to be 
established, what was useful, what was credible and what could be done within the available 
resources.” The sample size for this study was made up of a total of twelve (12) participants drawn 
from various clinics. 
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3.7 Data collection techniques 
 
In-person interviews and a self-administered 5-point agreement Likert scale questionnaires were 
employed to gather data. In order to guarantee that the interview questions are asked sequentially 
to each participant, there were written down on an interview questions guide sheet. Participants 
were interviewed as interviews allow access to rich information by asking the follow-up questions 
(Bryman, 2011). The objective of conducting research interviews is to investigate the participants’ 
perspectives, encounters and insights about the researched subject Gill et al. (2013). The interview 
questions guide sheet (See Appendix C) comprised of twelve both semi-structured and open-
ended questions. 
 
The interview questions were put together in English. Sensible building of the interview 
questions was considered significantly by the researcher. Much focus was devoted to ensuring 
that the interview constructed questions were intended to respond to the research questions and 
the research objectives. Necessary modifications had been made to the questions following the 
trial administering of the questionnaire to guarantee that the questions would collect the required 
data. Shukla (2009: 201), state “the generic structure of developing an interview guide or 
questionnaire includes the specification of the information needed, selection of the most 
appropriate interview method and the determination of the content order, form and layout of the 
interview questions”. 
 
 
The researcher first introduced herself and re-assured each participant of his/her confidentiality and 
anonymity as well informing that identities would not be revealed in any way prior to conducting 
the interview. Because the researcher was making use of a note-taker, it was important that this was 
disclosed to the interviewees from the onset to alleviate any possible anxieties the interviewee 
could have because of the presence of the note-taker. 
 
As a way of making sure the interview responses were kept private, all interview notes were 
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gathered from the note-taker. The use of a note-taker was considered by the researcher as less 
intruding than using a tape recorder to do record the interviews. Following each interview session, 
the researcher took the time to check that the notes taken were correct whilst the interview details 
were still fresh in her mind. 
3.7.1 Pilot study 
 
According to Majid et al., (2017: 41), “a pilot study represents a cornerstone of good research 
design, and in fact, a pilot study is an essential initial step in research, and this applies to all types 
of research studies”. Castillo-Montoya’s (2016: 45) defines the term of the trial administration, 
as “a small- scale test of the methods and procedures to be used on a large scale.” The 
questionnaire was pilot tested on three of the participants to determine whether the structure, the 
order and direction of the interview questions are clear”. According to Van Teijlingen & Hundley 
(2002: 86) “things at times do not work quite the way they are imagined to, even if they have 
been performed several times before, and they have a nasty habit of turning out very differently 
than you expected”. A pilot study is always crucial and recommended because it helps to identify 
any likely flaws in measurement procedures and to recognize unclear or equivocal things in the 
questions. The non-verbal behaviour of members in the pilot study may give significant data 
about questions that may be uncomfortable to answer, or uneasiness experienced concerning the 
information or phrasing of things in the questionnaire. 
 
All the participants answered the questions, necessary changes were made to some questions. 
Redesigning and restructuring of the questions were done to make them much clearer and 
unambiguous to ensure that respondents understands what is required from them. The 
adjustments made sure eased collection of the information that answers the research questions 
and objectives. 
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3.8 Data analysis 
 
Once the data was collected it was arranged and analysed in two stages, firstly, manually by first 
transposing the interview responses into a table. Secondly, the researcher also employed 
descriptive and analytical statistical techniques to analyse the data. This enabled the use of analysis 
of variance between responses to establish whether there exists any substantial difference between 
responses from all respondents and among respondents to ensure that all respondents had a good 
knowledge of the research questions they were being asked. The Likert Scale of 5 technique was 
used to obtain quantitative results from the qualitative responses from respondents. 
 
 
Interviews are known to give a qualitative view to a subject of discussion. However, a quantitative 
data mining approach from this is essential to enhance a data-driven decision-making process. 
The Likert Scale has been a potent tool in social science and psychology. However, its relevance 
in obtaining quantitative data from qualitative inputs have been proven over the years. The Likert 
Scale of 5 was used for most of the responses from personnel in this study and results were based 
as such. 
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Figure 3.3: Data analysis process adopted. Source: Adapted from Creswell, 2014. 
 
 
3.9 Trustworthiness and credibility 
 
Trustworthiness and credibility, are measure of legitimacy, unwavering quality and impartiality, 
are important contemplations and are linked to qualitative method of research. The issue of quality 
in qualitative research has been debatable for an extended period with scholars across the practice 
and social science disciplines seeking to define what a good, valid, and or trustworthy qualitative 
study is (Rolfe, 2006). Different scholars have recommended that subjective investigations ought 
to be decreed by an alternate model to those utilized by quantitative researchers. Guba and Lincoln 
(1994) suggest that it was important to indicate terms and methods of judging and assessing the 
nature of qualitative research that gave an option in contrast to unwavering quality, reliability and 
legitimacy. They proposed two essential measures for surveying a qualitative study, to be specific 
trustworthiness and credibility. 
Interpretation of the data 
 
 
 
Preparing and organizing the data for 
analysis 
 
 
 
 
Obtaining an overview of data and 
initial read through 
 
 
 
 
 
 
Use of descriptive and analytical 
statistical technique 
Analysis of variance and coding 
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Guba & Lincoln (1994: 301) asserts that “the fundamental criterion for qualitative research is 
trustworthiness”. Additionally, they enquire, “how can a researcher be certain that the findings of 
an inquiry are worth paying attention to and worth taking account of”. It ought to be noticed that 
for a study to be viewed as solid and true, it should have be founded on sound reasoning that 
approves the utilization of a chosen methodology and the procedures associated with data 
gathering and analysis. 
 
According to Denzin & Lincoln (2000a: 92), “the objective of trustworthiness in a qualitative 
study is to support the argument that the inquiry’s findings are worth paying attention to”. This is 
quite different from the conventional experimental precedent of endeavouring to show legitimacy, 
sufficiency, and importance. Denzin & Lincoln (2000b: 110) state that “for any qualitative 
research project, four issues of trustworthiness require attention, namely, credibility, 
transferability, dependability, and confirmability”. Trustworthiness is an assessment of whether 
the research discoveries speak to a dependable reasonable understanding of the information drawn 
from the participants’ original data (Denzin & Lincoln, 2000b). Credibility matches roughly to 
the positivist (quantitative research) concept of internal validity. Transferability is the degree to 
which the findings of the study can apply or transfer beyond the bounds of the project. It is a form 
of external validity. It relates more to reliability. Dependability is an appraisal of the nature of the 
coordinated procedures of data collection, data analysis, and theory generation. It relates more to 
dependability. Ultimately, confirmability is a proportion of how well the inquiry’s findings are 
bolstered by the gathered information (Denzin & Lincoln, 2000b). 
 
3.10 Limitations of the study 
 
According to Marshall & Rossman (2011), a discussion of the examination delimitations and 
confinements exhibits that the researcher has identified and acknowledges shortcomings of the 
work. Therefore, no researcher can make any assertion about generalising what has been learned. 
Listing the limitations of your study reflects honesty and transparency. The limitations of this 
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study comprised of the small population size that was utilised to form the research sample size 
for this study, a bigger sample would likely improve reliability of the research as well as time and 
financial resources involved in travelling to conduct the interviews. 
 
3.11 Ethical considerations 
 
Stevens (2013: 51), state that “the dignity, rights, safety and well-being of research participants 
must be the primary consideration in any research study”. Therefore, it was particularly 
significant for a researcher to seriously understand and think about the delicate sensitivities 
and the environment in which the study was to be conducted. It is equally important to consider 
where the research is going to be conducted, the objectives of the research and how delicate the 
subject to be investigated is. 
 
A researcher should in every case continually recollect whether the inquiries that would be 
posed to members may be troubling or may cause the participants to feel uncomfortable or 
mortified about answering. For this study, with regard to ethical concerns were on the basis of 
four critical standards namely, “informed consent, ensuring no harm comes to participants, 
ensuring confidentiality and anonymity of participants and ensuring permission to do the 
research is granted by the organisation in which the research shall be conducted”. The four 
ethical standards are explained in a greater detail below, 
 
 
 
i) Informed consent 
 
Binti Mohd Arifin (2018: 13) indicates that “informed consent is a prerequisite for research 
involving identifiable subjects”. The author, Binti Mohd Arifin referred to being granted 
permission before conducting research as “the provision of adequate information regarding the 
research to the research participants so they can make their own informed decision about 
whether they want to participate or not”. The researcher ensured informed consent by seeking 
consent from prospective participants before completing the questionnaire. The consent was 
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sought by sending electronic letters/ forms to potential participants clarifying their respective 
rights and explaining that each person who would be involved in the research would do so of 
out of their own liberty. Each prospective participant willing to participate signed a consent 
form (See Appendix B) the form clarified the roles and responsibilities of the researcher and 
outlines participant’s rights. 
 
 
ii) Ensuring no harm comes to participants 
 
Pillay (2014: 81) states that “researchers must ensure that no physical as well as emotional 
harm occurs to participants and should such risks be carelessly allowed; it can lead to serious 
legal challenges”. The researcher in this study ensured the no harm befell to the participants by 
seeking permission and carrying out the interviews at the participants’ workplaces. 
 
 
Participants’ were given the choice to conduct the questionnaire in their workplace, the 
researcher believed that it afforded the participants security and comfort, thus lessening the 
likelihood of potential psychological risk and harm to the participants. To guarantee no mental 
damage occurs, (for example, stress, uneasiness, reputational damage or fear of job loss), each 
prospective participant had to complete and sign a consent forms indicating that all the 
information to be shared during the course of the research would not be divulged. 
 
iii) Safeguarding confidentiality and anonymity 
 
Confidentiality and anonymity were retained in this research. It was made clear to the participants 
that the researcher was fully committed and would always respect their confidentiality and 
uphold such commitment throughout the research project. No participants 'individual data, for 
example, names or portable numbers or other data that could result in uncovering recognizable 
proof of identification of participants was gathered at all through this research project. Babbie 
(2014) states “a research project ensures confidentiality when the researcher can identify a 
given person’s responses but promises not to do so in public”. According to King & Horrocks 
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(2010: 83) “anonymity refers to concealing the identity of the participants in all documents 
resulting from the   research”.  Subsequently, in this study obscurity was ensured by not 
uncovering the participant names on the results and research reports. At the point when 
participants are guaranteed privacy, it implies that the data they give will not be openly 
detailed in a manner that distinguishes them. The Protection Act 1998 states that "data must 
be prepared decently and legally consistently" and the Protection of Personal Information Act, 
2013 indicates that "it advances the security of individual data by open and private bodies". 
 
iv) Approval to conduct research 
 
It is very necessary to get written and signed permission from the participating institution 
(Pillay 2014). Permission to do a study was sought from the City of Ekurhuleni and granted. 
Binti Mohd Arifin (2018:19) indicates that “one of the core ethical issues in research is 
obtaining permission to conduct research as a failure to obtain such permission may lead to 
legal consequences”. 
 
3.12 Summary 
 
The theoretical and philosophical assumptions underlying this study has been explained in this 
chapter. In addition, a discussion of the exploration structure for this investigation is made. The 
research instrument, reasons for its selection and its administration were described. This 
Chapter outlines how the research was conducted, explaining the process used to select the 
participants, the technique for collecting data in addition to the approach that was utilized in 
analysing data. The chapter ended with discussing ethical issues, authorization to conduct the 
research was obtain from the City of Ekurhuleni, consent was obtained from the participants. 
Strategies employed to ensure reliability and validity of the study were discussed. Chapter four 
focuses on presentation of the study's findings. 
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CHAPTER 4: RESULTS AND DISCUSSION 
 
4.1 Introduction 
 
The results of the data analysis of study are discussed and presented with reference to the aim of 
the study, which was to establish whether the deficiency of robust oversight by superiors and 
administrative processes negatively impacted health care delivery system and in turn the 
availability and accessibility of quality health care delivery within the City of Ekurhuleni. It was 
stipulated in chapter three, data was collected through from 12 employees from the City of 
Ekurhuleni through individual interviews and self-administered 5-point agreement Likert scale 
questionnaires. 
 
4.2 Analysis of variance between responses 
 
Analysis of variance was performed between responses to establish whether there exists any 
substantial difference between responses from all respondents and among respondents. This was 
in order to guarantee that all respondents have a thorough knowledge of the research questions 
being asked. The result at a confidence level of 95% shows that there was no statistically 
significant difference between responses from respondents. These also emphasise the fact that 
respondents are experienced in the field. 
Table: 4.1Analysis of variance between responses 
 
ANOVA 
 
Source of 
Variation 
 
SS df MS F P-value F crit 
Between 
Responses 
 
15.295 11 1.390 0.588 0.835 1.869 
Within 
Responses 
 
283.636 120 2.364 
Total
 298.93
2 131 
 
283.636 120 2.364 
Total 298.932 131 
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4.3.1 Question 1: Selection of participants 
 
 The sample size for this study comprised of 12 participants drawn from Chief Operations Nurses 
including the Nursing Manager of the City of Ekurhuleni Metropolitan Municipality who at least 
have ten or more consecutive years of service within the Municipality. 
4.3.2 Question 2: Knowledge of understanding of quality 
 
What does the concept “quality health care delivery” mean to you as a health care worker and 
what is the exact current state of health care delivery system within the City of Ekurhuleni? 
 
 
 
Figure 4.1: The percentage distribution of respondents relative to their knowledge of a qualified health care service 
 
 
The definition of quality health care delivery was captured in some of the statements presented by 
the participants. The respondents description of the state of health care delivery within the City of 
Ekurhuleni is a mixed bag, 34 % of the participants indicated that they had excellent knowledge 
of the understanding of quality in health care, they mentioned to them the good quality care means 
treating patients holistically even though there are staffing challenges, as noted by the Clinic 
Mentor  on  statements  below.  The results depict 50%  of  the  respondents  had  a fair knowledge 
of quality and understand that the patients should be at the centre of care, however, it 
Not Good 
8% 
Excellent 
34% 
Fair 
50% 
Good 
8% 
 
0% 
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suggests there is an opportunity and need to improve their knowledge as indicated in the findings 
presented below. 
“Achieving the best possible patient care with the available resources” [Clinical Mentor] 
“Delivering the best clinical services to the community. Healthcare system is improving on a daily 
basis. New things are being introduced daily; healthcare workers are empowered daily in the 
City of Ekurhuleni” [Chief Operations Officer] 
 
 
4.3.3 Question 3: Sampling the level of satisfaction with management support 
 
Are you satisfied with the level of support you get from the superiors in executing your duties on 
a daily basis? Please briefly explain your answer. 
 
Figure 4.2: Sampling the level of satisfaction with support from superiors 
 
 
An investigation of the distribution by the satisfaction of support from superiors, as presented in 
Figure 4.2 showed that 41% of the respondents were satisfied with the support they received from 
their managers. 25% stated a level of dissatisfaction by the lack of support from their managers. 
Majority of the respondents (41%) perceived that there is lack of support from them to 
resolve issues that they raise. This can be seen in the statement made by the administrative clerk 
Not Satisfied 
25% Excellent 
41% 
Fair 
0% 
 
17% 
Good 
17% 
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in the statement below. 
“Yes, I’m satisfied with the support I get from my fellow colleagues and from the management. 
Having a good working relationship with them. If I have a problem, I get assistance from them” 
[Administrative Clerk] 
However, 25% of the healthcare workers revealed that they are dissatisfied with the support they 
receive from their managers, they alluded to only receiving support visits from the senior 
managers only during audits or when there are issues. 
“I am not entirely satisfied; I believe more engagements can still be done instead of always being 
audited’ [Manager Nursing Service] 
 
4.3.4 Question 4: Standardisation of primary health care processes 
 
Do the processes followed to administer and deliver Health care services to patients standardised 
throughout the City of Ekurhuleni clinics or each clinic has a different practice? 
 
 
Figure 4.3: Percentage distribution of the respondents on the response to perceived standardization of processes in 
the City of Ekurhuleni facilities 
 
 
Figure 4.3 shows the distribution of the sample in terms of the respondent’s perceptions of 
standardization of health care practices and processes in the clinics. Majority of respondents 
(50%) suggested that processes are highly standardized, with 17% suggesting that the processed 
and practices not being standardized. The results revealed administrative processes are meant to 
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be standardised throughout all the clinics within the City of Ekurhuleni, there are clinical 
guidelines that are to guide staff on the operational processes. As noted by the chief operations 
manager below, on paper the processes are meant to be standardized. 
 
 
Yes, they are. The ideal clinic and the national core standards force all clinics to follow 
standardised processes. [Chief Operations Manager] 
 
 
However, 17% believed strongly that the processes are grossly affected by human errors, as they 
have to work under pressure due to not having adequate resources, which affects the quality of 
service delivery. 
 
 
“According to the ideal clinic all the processes should be standardised, however, we normally 
have factors with humans as well as structural issues such as poor staff morale due to 
remuneration; mentoring and monitoring including a focus on the increased use of technology 
seem to be not prioritised. Regarding paperwork, as clinicians we need to have proper records of 
the patient history, this is to avoid litigations, but the paperwork is quite cumbersome but is also 
necessary at the same time” [HAST Programme Manager]. 
 
 
“On paper, the processes are standardised but when you zoom in at facility level the operations 
are done differently due to factors such as staff shortages and budget cuts. There is a lot of 
movement of staff in the healthcare sector so that also affects the service given to patients” 
[Manager Nursing Service] 
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4.3.5 Question 5: Primary health care service execution 
 
Three questions were to evaluate the respondent’s perception of whether service execution and 
monitoring of patients assist or hinder the delivery of patient health care. 
 
 
4.3.5.1 Question 5a: Service execution and monitoring of patient care 
 
 
Figure 4.4: Percentage distribution of respondents on the perception of service execution and monitoring towards 
patient health care delivery 
 
 
Figure 4.4 shows that the majority (42%) of the health care workers reported a high level of being 
perfectly able to assist patients that present to the primary health care facilities. 33% stated a 
satisfactory level. The healthcare workers show a great level of confidence concerning the use of 
their skills and knowledge to assist the patients at the City of Ekurhuleni with their health needs. 
 
 
“Staff that are well equipped are able to render the best service. Sometimes it becomes 
challenging as all the different programmes require different paperwork” [Professional Nurse] 
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“Performance monitoring assist the clinic's lot in terms of seeing how they are performing and 
where gaps or bottlenecks have been identified they can act on them to improve the level of care 
to the community” [ Clinical Mentor] 
4.3.5.2 Question 5b: Empowerment of local clinic staff to make appropriate decisions about 
patient care 
 
 
 
 
Figure 4.5: Percentage distribution of respondents on the level of local clinic staffs on independent decision making 
towards patient health care delivery 
 
 
Figure 4.5 shows that the total respondents, 59% declared an excellent level of having independent 
decision making in being able to deliver health care to the patient. 25% reported a satisfactory 
level. The participants revealed that when it comes to providing the service to patients at the 
facilities, they have independent decision- making. They mentioned that at that moment when they 
treat a patient, their lives depend on them. They revealed that there is no involvement when it 
comes to policymaking this can be seen in the evidence as presented below. 
“There are proper guidelines that assist us when we render the service” [Chief Operations 
Manager]. 
“I follow the guidelines in order to provide good patient care” [Professional Nurse]. 
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4.3.4.3 Question 5c: Respondent’s perception of the contribution of staff morale towards the 
delivery of quality patient health care. 
 
 
 
Figure 4.6: Percentage distribution of respondents on the effect of staff morale on quality patient health care delivery 
 
 
Figure 4.6 shows that fewer participants (34%) indicated that they were happy in their positions 
and the way they work as indicated by the response of the Professional Nurse. The Hast Manager 
concurred that they are motivated despite the many challenges that the Department of Health is 
faced with. 
 
 
“We get congratulatory messages when we do well and accomplish tasks and encouragement 
from our managers which makes us motivated even though we are not adequately staffed. 
[Professional Nurse]. 
 
 
“I am very motivated; I receive great encouragement and support from the manager. We have 
great communication as the staff, and we are able to help each other despite a high volume of 
work and staff shortage” [Hast Manager]. 
 
 
From the distribution on Figure 4.6, 50% of the participants indicated that they were demotivated, 
citing that the reason for their low morale include, low remuneration compared to 
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the work volumes they handle which makes them at most times not even have a lunch break. This 
sentiment is captured by the statement which was posted by the Operational Manager and Lay 
Counsellor as presented in the findings below. 
 
 
“Our work morale is very low due to high volumes of work and shortage of staff and this ends up 
demotivating us and also affects the way we work” [Lay Counsellor]. 
“Sometimes we get demotivated, the huge volume of work contributes to inadequate patients care 
and long waiting periods to receive services” [Operations Manager]. 
 
 
4.3.6 Question 6: Administrative functions 
 
Staff comments on the following statements concerning administrative functions 
 
4.3.6.1 Question 6a: Respondent’s perception volume of paperwork involved in patient 
administration. 
 
 
 
 
 
 
   
  
  
  
  
  
 
 
Figure 4.7: The perception of the quality of paperwork involved in patient administration. 
 
 
All participants reported that the paperwork used to carry out their day-to-day administrative tasks 
was significantly high. 
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“I understand that we need to do the paperwork for future references, however, it gets tiring and 
it can cause one to omit critical information and wastes time. Maybe the district can give us a 
device (computer) that will be easier to use or at least a photocopy machine to scan documents” 
[Professional Nurse]. 
 
 
“I think it would be better if the administrative process can be streamlined, there is too much 
duplication. Paperless technology would be ideal and will improve the situation” [Administrative 
Clerk]. 
 
 
The paperwork is too much, in the antenatal clinic and Antiretroviral Therapy (ART) services 
there are two separate records that need the same information. It is because of a lot more when 
you are initiating clients on ART treatment. If I can get a photocopier that would assist because 
it’s the same information that’s needed in 2 different areas”. [Chief Operations Manager]. 
 
 
Data revealed that the majority of the participants feel that there is too much work for them and 
feel strongly that processes need to be streamlined, this is indicated in the responses of some of 
the participants as evidence on the results presented. It was also highlighted that staff complete 
the same information on a number of different records, duplicating the information and it was 
suggested that photocopying tools that would allow them to copy the same document and 
distribute it to various places wherever it is wanted would go a long way in reducing paperwork. 
Others recommended installations of electronic mail facilities for them to send documents and 
reports electronically. This would make them more efficient and improve on patients waiting time 
and service in general. The participants recommended that the City of Ekurhuleni embraces 
technological advancement in order to improve service delivery in primary health care facilities. 
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4.3.6.2 Question 6b: Quality of visits of supervisory personnel towards effective health care 
delivery 
 
 
 
 
 
     
   
         
      
      
      
 
 
Figure 4.8: Ranking of the quality of visit of supervisory personnel to Health care clinics 
 
 
 
Figure 4.8 shows the distribution of responses on the perception of the quality of supervisory visits 
conducted by a senior manager to the health care clinics. The is an even distribution of health care 
works who perceived an excellent level of the quality of visits and health care workers that 
responded to not being satisfied. Based on the responses from the participants presented above, 
interviews overwhelming advised that they receive adequate support from their immediate 
managers; however, such support is not forthcoming from senior management. 
“I am satisfied when I need something or support, I receive it. There is a great level of openness 
between myself and the local management, so I am free to communicate when I am in need” [Chief 
Operations Manager]. 
“At the clinic I am happy, but we need more support from senior management at the Head Office. 
Our complains have been falling on deaf ears always”. [Clinical Mentor] 
“No, I am not entirely satisfied, I believe more engagements can still be done instead of always 
being audited” [Nursing Manager]. 
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4.3.5.3 Question 6c: Efficiency of staff training 
 
 
 
 
 
 
     
   
     
    
    
    
      
     
 
 
Figure 4.9 Ranking of the frequency of staff training towards ensuring a quality health care delivery in the 
Health care clinics 
 
 
Only one staff member out of the twelve responded to being satisfied with the frequency of 
training conducted. Four out of the twelve answered to not being satisfied with how often the City 
of Ekurhuleni offers training to the staff to ensure the quality of care in the health care facilities. 
The study also revealed that training takes place for staff. However, those who work in high 
stressing areas like counsellors raised the issue of debriefing, which they say is critical for them 
as evidenced in the statement presented below. 
 
 
“Not receiving debriefing session for a lay counsellor as our job involves a lot of emotions, it 
would assist to at least receive debriefing sessions at least once after 2months”[Lay Counsellor]. 
In addition to that, the participants insisted on the issue of quality of training. They alluded that 
trained staff at the health care institutions lead to the provision of high-quality services to the 
patients, which is good to the community. 
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4.3.7 Question 7: Level of Involvement of operational personnel in the decision-making 
process 
 
 
Is the operational Health care staff who implement, and discharge health care services ever get 
consulted so that their experiences and invaluable comments are incorporated in the shaping of 
service delivery strategy of the City of Ekurhuleni? 
 
 
Figure 4.10: Distribution of the level of involvement of operational personnel in the decision-making process in the 
Health care clinics` 
 
 
It is understandable from Figure 4.10 that 34% of the participants responded to not being involved 
in decision making at their health care clinics while 25% of the participants described a level of 
satisfaction in their involvement in decision-making. The majority of the respondents mentioned 
that there is no contribution to strategy and policymaking by the staff involved on the ground, 
some stated that they get consulted as indicated by quotation evidence on the findings presented 
below. 
 
“No, we just receive feedback when things are already in place for us to execute without our 
comments or ideas being added” [Professional Nurse]. 
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34% 
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“We are having weekly meetings in the facility where we share our ideas and comments to 
improve service delivery. At a higher level, it's only our manager that attends strategic meetings 
but does not ask for our opinions” [Senior Administrative Clerk]. 
 
4.3.8 Question 8: Ranking of the quality of service 
 
If you are to evaluate the quality of the Health care service provision at this clinic what would 
you say? 
 
 
 
 
 
 
   
  
      
    
      
 
 
Figure 4.11: Ranking of the quality of service in the Health care clinics 
 
 
A high level of staff, five and three out of the twelve responded to good and excellent levels of 
the quality of service offered in the City of Ekurhuleni clinics respectively. 
 
“Our service is good, we give good service to all the patients who come to our facility as we treat 
them as our partners, the reason why we are here and try to treat them considering each patient' 
emotion, mental state, spirit and even affordability”. [Clinic Mentor]. 
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“Our Service is 100%. We are trying our best to give the best services. We always acknowledge 
our patients for who they are and do not discriminate them at all, we welcome people of different 
backgrounds, nationalities, beliefs and even preferences”. [The Chief Operations Manager]. 
 
The responses from the participants revealed that the City of Ekurhuleni health facilities tries to 
practise patient centred care principles although not fully as indicated by evidence quotations 
stated above. In patient-centred care, the patient has the right to access health care when they need 
it. The patient has to expect that the care supplied by the health care provider is safe and of high 
quality. Patients are partners with their health care providers, and providers treat patients not only 
from a clinical perspective, but also from an emotional, mental, spiritual, social, and financial 
perspective. The health care provider ought to have a good understanding of patient care 
preferences and should respect the patient’s preferences throughout the treatment. 
 
4.3.9 Question 9: Further improvement of the system 
 
Following up on question 8 above, what can still be done to enhance the quality of the health care 
service provided at this clinic? 
 
 
       Figure 4.12: Further improvement of the system 
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The above Figure (4.12) illustrates that 75% of increased staffing levels are required to improving 
the quality of health care while 25% described the need for technological improvement. The study 
revealed that there is quite a high staff turnover and those who leave are not urgently replaced, 
leaving existing staff with high volumes of work and understaffed. The study also revealed that 
training takes place for staff. However, those who work in high stressing areas like counsellors 
raised the issue of debriefing which they say is critical for them as evidenced in the statement 
presented above. The interviews suggested that the issue of replacing those who leave be treated 
with the utmost urgency it deserves as staff shortages curtail Health care services to communities; 
they are intended to serve in the first place. 
 
 
“Not receiving debriefing session for a lay counsellor as our job involves a lot of emotions, it 
would assist to at least receive debriefing sessions at least once after 2months” [Lay Counsellor]. 
“Give us more staff as we are short, please. This is affecting Health care delivery and frustrating 
staff. This needs urgent and focused attention. Also, improve the quality of training we are 
receiving as Health care workers”. [Clinic Mentor]. 
 
 
Furthermore, 25% of the response indicated that from an efficiency point of view, adopting tools 
that would allow them to view patients records online would make it possible for easy access to 
information anywhere within the City’s clinics. This is evident in the statements below. 
 
 
“Patients visit any clinic they feel like, this poses a challenge to us because we do not have their 
records and we are not able to know what kind of medication they are on and in most cases, we 
just dismiss them without help. An online network system linking all the clinics in the City of 
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Ekurhuleni would allow accessing of records online easy and would assist in terms of controlling 
patient adherence issues”.[Professional Nurse]. 
 
 
“Give us photocopiers to reduce paperwork on the same records that need to be duplicated. 
Emails would also help us to transmit records and documents electronically, this will reduce 
waiting times for clients as admin work can be done after hours or early morning when we report 
for duty” [Chief Operations Manager]. 
 
4.3.10 Question 10 &11: Existence of health care promotion initiative 
 
Does the City of Ekurhuleni have any health promotional initiatives put in place? If yes, please 
explain a few of them and the positive changes these initiatives have made to the quality of Health 
care service delivery? 
 
 
 
None 
18% Campaign 
27% 
Youth Awareness 
on HIV 
9% 
 
 
 
 
 
 
 
 
 
 
Home Visit 
46% 
 
Figure 4.13: Percentage of existing Health care promotion initiatives 
 
 
 
As shown in Figure 4.13 the majority (46%) of programmes that involve the community are home 
visits, health campaigns were perceived at 27%. From the respondents, only 9% of community 
initiatives are centred on youth and HIV awareness. The participants interviewed indicated that 
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their clinics have outreach programmes, where social workers go out and conduct education 
sessions in the communities and at schools on a various topic such as HIV, drug prevention and 
rehabilitation, antenatal teachings and Tuberculosis (TB) among others. The Manager Nursing 
Services’ response regarding Health care initiates was presented in the findings. 
 
 
“Yes, there are health promoters that conduct awareness in the community and schools so that 
communities are aware of how to live healthily and also what to bring when they attend the 
facilities. There a lot of education for TB and HIV prevention and including quitting smoking”. 
[Professional Nurse]. 
 
 
“There are different interventions and initiatives that happen at the clinic and within communities. 
Facilities conduct health education focusing on preventative measures to avoid all kinds of 
diseases. We also have community-based Health care workers that conduct home visitations to 
educate people on the importance of doing physical exercises as a way of maintaining a fit body 
thereby reducing chances of contracting the common diseases [Chief Operations Manager]. 
 
4.3.12 Question 12: Stocking of clinics with medicine 
 
 
 
Is this clinic always well stocked with medicines and does it also always have an adequate 
number of qualified Health care staff? 
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Figure 4.14: Perception of sufficient stock of medicines at clinics 
 
 
 
The distribution of the data shown in the graph above on stock of medicine shows that 6 out of 
the 12 respondents observed a satisfactory level of well-stocked medicine and an adequate level 
of qualified clinicians. Participants indicated that shortages were experienced from time to time 
and the remainder indicated that they had not experienced any shortage of drugs. This indicates 
that at times there is a possibility that patients may be turned away without treatment or are not 
able to be assisted due to medicine shortages. 
 
 
“Yes, all the facilities are well stocked with medication but there are many staff shortages as 
vacancies are not immediately filled” [Chief Operations Manager] 
 
 
“Sometimes we run out of medication but that normally happens when there are national 
shortages” [Professional Nurse] 
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4.3.13 Question 13: Quality of doctor’s visit to the clinics 
 
 
How many times does a doctor visit this clinic in a month and is the visiting frequency enough 
from your experiences? 
 
 
 
   
  
  
    
   
   
 
 
Figure 4.15: Measure of quality of doctor’s visit to the clinics as show 
 
 
 
Figure 4.15 shows that represents the satisfaction levels with the visits that the sessional doctors 
conduct to the facilities, the majority of the responded expressed a level of satisfaction. This study 
also revealed that the frequency visitation by doctors to clinics is not consistent for all clinics in 
the City of Ekurhuleni but vary as participants who were interviewed indicated varied doctor 
visitations per week. Some participants indicated that the doctor visits the clinic once every week 
and they believe with the number of patients they deal with and attend to, the visits are not enough 
and should be more frequent than it currently is, as pointed out by the Chief Operational Nurse. 
 
 
Dr’s visits are once or twice a week [Chief Operation Nurse]. 
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4.3.13 Question 14: Challenges to efficient health care delivery in Ekurhuleni 
 
Are there any other challenges that hamper the smooth and efficient execution of Health care 
services to the community of Ekurhuleni? Please explain these challenges and how you think they 
should be addressed to achieve better delivery of Health care services to the community 
 
 
 
 
 
   
  
    
   
     
    
          
       
 
 
 
Figure 4.16: Identified challenges to quality Health care delivery in Ekurhuleni 
 
 
 
The most noticeable challenges with delivering of quality in the City of Ekurhuleni that were 
identified by the respondents were the following patient education, staff development and facility 
infrastructure improvement. 
 
“Our service is generally good, considering the fact that we are short-staffed. There is need to 
invest more in these facilities, things like modern equipment, like computers, things like giving us 
delegated authority to make decisions based on our situation and look after us well by paying us 
better salaries” [Lay Counsellor]. 
 
“I think we do our level best even if the patients are complaining and wait for long periods to 
receive services. Health care workers we give our level best, given we do not have all the 
resources we require and generally staff are frustrated and disillusion. The staff turnover is very 
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high here and colleagues elsewhere in the district tell me it’s the same all over the district” 
 
[Enrolled Nurse]. 
 
“We give good service to all the patients who come to our facility. Although we have our challenges 
my understanding is the resource allocations are done by the national government and the issues are 
beyond the decision of the City” [Senior Clerk]. 
 
The participants indicated that lack of rationalisation of healthcare management and more 
equitable health care expenditure, coupled with a lack of responsiveness to patients needs are 
some of the indicators of a poor health care delivery system. The facilities are also not consistent 
in conducting customer satisfaction surveys in order to judge the quality of service provided by 
the City of Ekurhuleni primary health care centres. Skewed allocation of resources, insufficient 
health care professionals due to poor remuneration, inequitable spending patterns compared to 
health needs causes serious shortcomings and intern poor access to quality health care. Also, an 
insufficient delegation of authorities to those on the ground, persistent low health care worker 
morale and reactive management and embracement of innovation, cripple health care delivery and 
poor services to recipients such as long queues and waiting periods. 
 
 
4.5 Discussion of findings 
 
In this chapter, the research data was analysed, and findings discussed and interpreted. Overall, 
the primary research revealed that there are both operational and management oversight 
challenges that need to be addressing, some of them urgently. Challenges like staff shortages, poor 
worker morale and working tools to mention a few, have a direct and immediate negative impact 
on the quality and accessibility of health care service delivery within the City of Ekurhuleni. 
Medicine shortages was not reported as ubiquitous, in any case, the National Department of health 
controls the supply of drugs. The shortage of medicines does not
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appear to be as a result of a distribution challenge that is locally controlled and overseen by the 
City’s department of health, it is the role of the national department to source drugs. 
Quality healthcare should also be patient-centred by providing care that is respectful of and 
responsive to individual patient preferences, needs, and values and further ensuring that patients 
values guide all clinical decisions. 
The City has a number of initiative programmes in place that focus on improving living health 
standards community members, especially health education and involving communities on health 
matters and promoting good health habits, for example, educating the old people on the benefits 
of exercising. The study also highlighted the need to have an online computer system that links 
all the health facilities within the City of Ekurhuleni to make retrieving and accessibility of patient 
records easy and efficient regardless of which clinic a patient goes to. A computer system would 
make the health delivery system efficient and minimise the current long waiting periods patients 
endure to receive assistance. They reckon much paperwork which currently is cumbersome would 
be a thing of the past. 
 
 
On the whole senior management needs to visit the health facilities to better educate themselves 
of what is happening at the ground and get acquainted with the daily operational challenges the 
workers encounter. This would help in to inform policy and strategy reviews and changes. The 
chapter concluded with a number of recommendations to address the various challenges raised by 
participants and improve administrative processes and efficiency. 
70  
CHAPTER 5: CONCLUSION AND RECOMMENDATIONS 
 
5.1 Introduction 
 
The purpose of this research was to investigate and establish the commitment by senior managers 
within the City of Ekurhuleni health department towards monitoring, enforcement and proper 
implementation of strategy and administrative processes that prevents poor execution of duties 
and provision of critical healthcare services. The chapter is divided in to 4 sections. Section 5.2 
presents the overall summary of the study and is followed by Section 5.3 which addressed a 
summary of the findings and their conclusions. Subsequent to this are the implications of the study 
and followed by possible avenues for future research are discussed in section 5.4. The chapter 
concludes with a summary of the value of this research study. Generally, this chapter aims to wrap 
up the result of the study. 
5.2 Findings from the primary study 
 
In view of the outcomes got in Chapter four, a presentation of the findings is introduced in the 
sections. The objectives of the research are: (1) To establish the health workers’ understanding of 
the concept of quality health care delivery (2) To find out what the exact present state of the health 
care delivery system within the City of Ekurhuleni (3) To provide recommendations towards 
achieving a health care delivery system that is characterized as readily available, accessible and 
acceptable to the needy and vulnerable people of the City of Ekurhuleni. The outcomes from the 
study are utilized to deliberate whether the research questions are answered. Findings from the 
research and literature review in chapter two are discussed under sections 5.2.1 and 5.2.2 below 
respectively. 
 
5.2.1 Main findings from the reviewed literature 
 
All research questions will be answered subsequently and finally the achievement of research 
objectives are determined. The key findings from the twelve participants who had participated in 
this research study are as indicated below. 
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5.2.1.1 Understanding of quality health care delivery 
 
The results of the research indicated that staff have an adequate understanding of what quality 
healthcare delivery means as guided and required by the Institute of Medicine (IOM). In addition, 
the staff was fully aware of what is expected of them to achieve quality health care delivery. Access 
to and availability of quality health care is considered as a human right and one of the primary 
requirements of modern civilisation, hence it is vital from a service deliver viewpoint that 
communities within the jurisdiction of health department of the City of Ekurhuleni are provided 
with quality health care services. Even though staff understand the concept of “quality 
healthcare” the participant's comments on the current state of affairs regarding the state of 
healthcare delivery within the City of Ekurhuleni indicated a mixed bag. Half of the participants 
were of the view that the state of health care is good, and the other half felt that this is not quite 
the case. In fact, they are convinced that more remains to be done to achieve optimal levels of 
quality health care delivery. 
5.2.1.2 Administration processes and consultation of operational staff 
 
The findings of this study demonstrated that administrative processes though meant to be 
standardised throughout all the clinics within the City of Ekurhuleni, participants in this study 
indicated that this is not 100% so. Majority of respondents (50%) indicated that processes are 
highly standardized, with 17% stating that the processed and practices were not standardised at 
all. 
 
However, the reason why in practice operations are done differently in some clinic due to a 
number of ill monitored managerial factors such as staff shortages and budget cuts. It was pointed 
out that there is a lot of movement of staff in the healthcare sector and this affected the 
implementation of standardised practices to patients. Each clinic at times has to make do and cope 
with its difficult situation. Good performance commences with good management and leadership, 
coupled with innovation adoption and use of appropriate technologies and appropriate allocation 
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of critical resources to facilitate administrative processes. This is key to the improvement and 
achievement of quality healthcare delivery. In addition, staff morale, feeling a sense of belonging 
and staff experiences and contribution to administrative strategies and policies including support 
from superiors are chief contributors to seamless performance and achievement of smooth, quality 
healthcare delivery system. 
 
5.2.1.3 Medicines stocks and staffing levels 
 
Based on the results of this research regarding the stocks of medicine, the respondents were not 
unanimous, their responses were mixed. Some 75% of the participants indicated that shortages 
were not experienced and 25% indicated that they had experienced a shortage of drugs from time 
to time. This indicates that at times there is a possibility that patients may be turned away without 
treatment or are not able to be assisted due to drugs shortage. 
 
Staff shortages and delays in hiring replacement staff were raised as a universal and critical 
challenge by all participants. The participants claimed that the shortages of staff or delays in their 
replacements resulted in existing staff being overworked due to handling large volumes of work 
and working long hours and at times without taking lunch breaks. This is a management problem 
that needs focused attention and addressing to improve staff morale and reduce workloads 
currently experienced by existing staff. The other related concern indicated related to 
remuneration which caused high staff turnover with experienced manpower leaving their jobs for 
greener pastures elsewhere. This seems to be the root cause of the disheartenment, discouragement 
and demoralisation of staff at most of the clinics as it leads to high staff turnovers. This, in turn, 
results in high workloads for the fewer remaining staff. It also has an adverse effect on the 
institutional memory of the health department as often senior and the more experienced staff are 
the most likely to get work opportunities elsewhere and leave. 
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5.2.1.4 Challenges to efficient health care delivery 
 
The most noticeable challenges in the delivery of high-quality health services in the City of 
Ekurhuleni that were revealed by the primary research includes among others patient education, 
staff development, staff shortage and slow filling up of vacancies and facility infrastructure 
improvement. The participants indicated that lack of equitable health care expenditure, coupled 
with an absence of responsiveness to patient requirements are some of the indicators of a poor 
health care delivery system. The facilities are also not consistent in conducting customer 
satisfaction surveys in order to determine the quality of service provided by the City of Ekurhuleni 
primary health care centres. Skewed allocation of resources, insufficient health care professionals 
due to poor remuneration, inequitable expenditure patterns in comparison to health needs causes 
serious shortcomings and intern poor delivery and access to quality health care. Also, an 
insufficient delegation of authority and empowerment of those on the ground to make decisions, 
persistent low health care worker morale and reactive management and embracement of 
innovation, cripple health care delivery and poor services to recipients e.g. long queues and 
waiting periods. 
 
5.2.2  Summary of findings based on literature review 
 
The later section links the study literature review to the research question, 
 
5.2.2.1 Importance of quality in health care delivery 
 
The working definition for “quality” adopted in this study is that of the Institute of Medicine 
(IOM) which is, “the degree to which health care services for individuals and populations increase 
the likelihood of desired health outcomes and are consistent with current professional knowledge”. 
The Institute of Medicine proposes that high-quality health care should include the attribute of 
safety in such a way as to prevent injuries to patients from the health care system that is supposed 
to assist them. It should be efficient, that is providing science-based approach to service delivery 
and knowledge to all who could benefit and refrain from providing services to those not likely to 
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benefit from it. The waiting time for consultation must reduce, sometimes delays may be harmful 
for both those who receive and those who give care. Facilities need to be efficient to avoid waste, 
in particular waste of equipment, supplies, ideas, and energy. Finally, high-quality medical care 
should be equitable in delivering care that does not vary in quality because of personal 
characteristics, such as gender, ethnicity, geographic location, and socioeconomic status. 
5.2.2.2 Patient-centred care 
 
The literature reviewed indicated that the most ideal quality healthcare should be “patient- 
centred”. This means that medical care must be courteous of, and responsive to, the preferences, 
needs and values of the patients. Patient-centred cares widely accepted dimensions include 
accessibility, ensuring that patients guide the delivery of care, educating patients on the preferred 
medical care, involving families and community in decision making and providing facilities that 
are physically comfortable. 
 
Research has indicated that patient-centred care helps improve the patient care experience and 
creates trust in public services. It is also argued that when healthcare professionals, managers, 
patients, families and carer givers work in partnership, the quality and safety of health care rises, 
costs decrease, provider satisfaction increases, and patient care experience hugely improves 
(Institute of Medicine, 2015). The fundamental principles of patient-centred care focus on 
individuality and caters for patient needs and preferences, among them the rights and 
responsibilities of patients to be involved in the decision-making process that influences their 
lives.  The government and health care organisations should see it very necessary to include 
patients when developing health care policies and is commits to ensuring that patients have access 
to safe, quality, appropriate health services and preventive care. The principles also require that 
patients should be given appropriate information needed to make informed decisions about health 
care, treatment and living with their condition. 
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5.2.2.3 Shortcomings to quality healthcare delivery 
 
Customer satisfaction is a crucial barometer for evaluating the quality of service offered. Absence 
of a clear health care vision imparted to workers, the disconnect causes a lack of direction for 
employees that are working in the system. Middle managers and health professionals are often 
confused in implementation and monitoring reflects a dearth of enthusiasm and oversight on 
the part of s e n i o r  management and leadership. If leadership and in particular management 
fails to implement a focused programme to improve operational efficiencies, such as the adoption 
of technologies including clear devolution of authority to empower those nearer to operations, 
simplification of administrative processes and better use of management information and 
accountability this results in poor health care service delivery. Lack of implementation of 
packages of incentives in order to keep skilled personnel and attract superior talent causes 
deficiencies in new idea creativity, innovation and modernisation of processes. Inequitable 
expenditure structure compared to health requirements and operational inefficiencies (doing 
processes manually) due to minimum monitoring and standardisation of processes affect the 
quality of health care services offered to communities. 
 
5.2.2.4 Worker morale as a contributor to poor health care delivery 
 
In research conducted throughout the country, relating to human capital in the healthcare 
departments in South Africa, Kuyken et al., (2008: 61) state that “a five-year review of the public 
health sector conducted in South Africa in 1999 found that with respect to human resources the 
single most consistent finding in the field studies in all parts of the country was that morale among 
healthcare workers was low, especially among nurses”. The review report came to a conclusion 
that “even though nurses blamed their low morale to being overworked, this was possibly not the 
major reason and that a sense of lack of care, low remuneration and lack of support was also at 
the core of problems of nurses’ low morale”. Successive, re-evaluations of the health care system 
from that time have established the same findings, (Delobelle, et al. 2010). This indicates a serious 
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challenge to those tasked with overseeing health departments in the country. 
 
Despite the seemingly bleak picture painted about the state of health care in the City of Ekurhuleni, 
there are dedicated and committed health workers who do their very best every day in clinics and 
hospitals across the country, providing first-rate quality services even confronted with a shortage 
of resources and huge workloads. A regular element in all the good healthcare stories encountered 
in the literature reviewed is powerful and motivated management within some health care 
facilities which inspire subordinates and the entire workforce. Conner (2006) states that “it has now 
become clear and necessary that the type of leadership training that is provided to senior and 
middle‐level health managers should now be extended to clinic managers and other staff and their 
staff to empower them”. 
 
To improve the morale of health care workers they need to feel a genuine sense of purpose and 
personal gratification dependant on the ability of senior management at every level to clear clearly 
articulate a vision and plan of action which then gets to be religiously monitored and supported. 
 
5.2.2.5 Concept of ideal clinics 
 
“Ideal Clinic” is a clinic that provides good clinical care to the patients it serves, and it also gives 
the patients a good experience of care. It achieves this through cooperation and consultations with 
the community it serves. It works together with other departments of the government, the private 
sector and non-governmental organisations to deal with social determinants of the health sector. 
 
The South African National Department of Health came up with the concept of “Ideal clinic”. 
This concept is defined by the National Department of Health as “a clinic with good infrastructure 
(Physical condition and spaces, essential equipment, information and communication tools), 
adequately staffed, adequately stocked in terms of quantities of medicines and supplies, with good 
less cumbersome administrative processes and utilises applicable clinical policies, protocols, 
guidelines as well as stakeholder support, to ensure the provision of quality health services to the 
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community and harnesses partner and stakeholder support”. The City of Ekurhuleni adopted this 
concept as evidenced by their press release that was issued in 2016. In the press release, the City 
of Ekurhuleni proudly stated that four of the City’s clinics had been ranked in the top ten 
nationwide based on the criteria set up by the national government that all primary health care 
facilities should achieve in the next three years in order to acquire the 'ideal' clinic status. 
5.3 Recommendations 
 
Overall, the study has highlighted that numerous challenges within the health care system of the 
City of Ekurhuleni arises mainly from lack of committed leadership, embracement of innovation, 
insufficient delegation of authority to operational levels, operational inefficiencies due minimum 
monitoring and standardisation of administrative processes and skewed allocation of critical 
resources and persistent low health worker morale and work overloads. All these are managerial 
challenges that can be addressed through proper oversight and support, adoption of relevant 
technologies and automation of administrative processes as well as job evaluation and 
commissioning of competitive remuneration packages that stem the brain drain of experienced 
and skilled healthcare manpower. It is recommended that the City of Ekurhuleni focus on 
addressing the above-identified challenges will make the healthcare delivery quality improve. 
 
5.3.1 Use of technology and automation of the administrative process 
 
Participants highlighted frustration of having to complete different records with the same 
information that is required in various areas, thus basically duplicating the same information over 
and over again. Automation of such processes or at least use of photocopiers streamlines the 
operation. The assessment and monitoring of patients and the provision of treatment is 
underpinned by the utilisation of technology. Technology is pivotal and helps with quick and easy 
access to essential medical details and swift communication. It is recommended that the City of 
Ekurhuleni adopt the use of technology to dispense healthcare to its communities. The use of 
electronic mails, social media, integrated operating systems for all clinics, strengthens the 
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interaction between patients and healthcare providers. This enables the provision of quality 
healthcare through the facilitation of accurate patient records and allowing nurses and doctors to 
better understand each patient’s medical history. Availability of detailed patient’s history allows 
and enables medical personnel to more accurately treat ailments and prevent over-prescribing 
medications which can be fatal. Adoption of technology allows for the introduction of electronic 
health records (EHRs) in replacing paper records and can be a game-changer in the delivery and 
access to quality healthcare. Electronic recording of patient data supports to improve healthcare 
delivery and allow for analysis of this information for both healthcare practitioners and ministry 
of health/government agencies. This data can be used for the implementation of policies in order 
to better treat and prevent the spread of diseases. 
 
Regarding the issue of running out of medical stocks at times which can result in some patients 
not getting treatment, it is recommended that management set up reasonable restocking levels, for 
example, a month’s stock of each drug, whereby once the set restocking levels are reached orders 
have to be placed considering possible delays in receiving the ordered drug. Automating such 
processes to remind or flag the restocking levels once reached streamlines the function and thus 
contributing to the overall efficiency of the administration process. 
 
5.3.2 Motivation and improvement of worker morale 
 
Good work morale for the most part implies that employees are eager to report for duty 
consistently, agreeable in the idea of their work, and with their colleagues and are enthusiastic 
about their performance. Such employees progress in their work and they gain personal growth. 
At the point when participants have a positive outlook and appreciate the workplace, their 
innovation is typically higher. For manager, this aids in accomplishing departmental and 
authoritative targets. 
 
Research has revealed that motivated workers have vastly lower rates of absenteeism compared 
to disgruntled and frustrated workers. Absenteeism in workplaces cost organisations lots of money 
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in missed production or lower revenue. With high worker morale and greater levels of production, 
managers and employees generally have confidence and trust and a sense of belonging and 
responsibility in the organisation. When workers perform well and have them recognised, and 
credit given where it is due, they tend to want to repeat the experiences. When an employer 
recognises workers effectively, that reinforces the actions and behaviours most desired and 
would want workers to repeat the behaviours. Furthermore, high morale is a demonstration of 
huge containment in the workplace and working relationships. Generally, workers prefer 
organisations that boost the feel- good factor and create a conducive environment that ushers 
meaningful, satisfactory work experience. 
 
In view of the above benefits and as a way to motivate and improve worker morale, it is 
recommended that both more staff training and allocation of resources be critically looked into 
and addressed to positively deal with staff morale issues and accrue the benefits of motivated staff. 
It is also recommended that senior healthcare management within the City of Ekurhuleni take a 
proactive interest in the daily operations of the clinics and consult the staff on the ground for their 
input and daily work experiences. This will assist and facilitate the creation of all-inclusive and 
robust policies and strategies that are focused on achieving quality healthcare delivery. Addressing 
staff shortages and streamlining administrative processes by adopting appropriate technologies 
will also boost worker morale and motivate staff to do more. 
 
Decentralisation of authority to empower those in the clinics is also critical to ensure effectiveness 
and efficiency through prompt decision making based on the circumstances on the ground rather 
than wait for authorisation from head office which may take forever if those responsible are away 
from the office. In the same vein, it is also recommended that sufficient delegation of authorities 
to those on the ground is necessary for the eradication of persistent low healthcare worker morale 
and focusing on proactive management to improve health care delivery and quality services to 
communities. 
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5.3.3 Good leadership, oversight, monitoring and support 
 
Good leadership and management are guiding employees to focus on the vision and goals. Leaders 
need to gain commitment from staff, facilitate change and achieve better health services. The role 
of an effective leader is to be accountable through efficient, creative and responsible deployment 
of people and other health resources. This study revealed challenges which point to a lack of 
good leadership and management. Participants have complained of staff shortages, being 
overworked such that at times they skip lunch breaks because of huge workloads, most 
administrative processes are duplicated and manually done, where the use of electronic mails or 
photocopier machines would make such processes more efficient. It is recommended that 
leadership invest in working tools and resources and give guidance and vision to shop floor 
workers by visiting the clinics to have first-hand experiences of their daily workings and 
processes. This way leadership will be in a better-informed position and knowledge when coming 
up with workable policies and strategies that will ensure a more efficient and quality health care 
delivery system. 
 
5.4 Summary 
 
 
From this study the most significant finding seems to be the challenges in acquisition of resources 
and involvement of staff in when it comes to developing new strategies. The purpose of the study 
was to evaluate the City of Ekurhuleni’s health care strategies in order to understand the health 
care system and to identify gaps for improvement. This chapter provided conclusions of the 
overall study by summing up the exploration questions, commitments to information, qualities, 
impediments, and by giving various potential suggestions for future research on the subject
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Appendix A: Approval to  Conduct the Study (from the City of Ekurhuleni) 
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Appendix B: Consent Letter (to respondents, informing them of the aim of the 
study and any ethical considerations) 
 
 
 
Name of Organisation University of Johannesburg 
Name of Faculty Faculty of Engineering and the Built Environment 
 
Name of Principal Investigator [Ms Zimkhitha Azukile Nzuzo] 
Supervisors [Dr Stephen Akinlabi and Dr Abiodun Bayode] 
Title of the Research 
[An Evaluation of management of health care quality and process strategy :A case study 
of the City of Ekurhuleni] 
Dear Prospective Participants 
My name is Zimkhitha Azukile Nzuzo and I am a Mtech: Operations Management student at the 
University of Johannesburg. As part of my studies, I have to undertake a research project. I am 
evaluating the management of Health care quality and process strategy within the City of 
Ekurhuleni. 
The aim of this study is to investigate and establish the commitment by senior health care 
managers within the City of Ekurhuleni towards monitoring, enforcement and proper 
implementation of the strategy and administrative processes in the municipal clinics. 
As part of this project, I would like to invite you to take part in an interview questionnaire. This 
activity will take around 10 minutes. 
You will not get any immediate advantages from taking part in this investigation, and there are no 
hindrances or punishments for not taking an interest. You may pull back whenever or not answer 
any question the event that you would prefer not to. The individual interview will be completely 
confidential and anonymous as I will not request your name or any distinguishing data, and the 
data you provide for me will be held safely and not unveiled to any other person. I will be using a 
pseudonym (false name) to represent your participation, in my final research report. experience 
any trouble or distress, we will stop the meeting or resume some other time. If you have any 
questions afterwards about this research, feel free to contact me on the details listed below. This 
study will be written up as a research report, which will be available online through the university 
library website. 
 
For questions concerning your rights as a possible participant in this research, you can contact Dr 
Stephen Akinlabi (Co-researcher on the project) +27783160281 / stephenakinlabi@gmail.com or 
Dr Abiodun Bayode (Co-Researcher on the project) 
+27727807013 / reachabeyy@gmail.com 
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Appendix C: Interview questions guide 
 
Interview Questionnaire Guide 
 
Interview Guide to the interviewer: In carrying out the semi-structured interviews, it is important 
that you adhere closely to the following interview instructions, namely, 
 
a) Interview Preparation: Choose a setting with little or no distraction 
b) Introduce yourself and explain the purpose of the interview 
c) Address terms of confidentiality and anonymity. 
d) Get informed consent  
e) Explain the format of the interview and follow the correct order of questions. 
f) Be systematic and consistent in the way you interact with each respondent. 
g) Refrain from giving personal opinions. 
h) If you are recording the interview advise respondent that this is the case on the outset.  
i) Don’t count on you memory, write down the responses in full. 
 
1. Please, kindly furnish me with the following information, 
i) Work title, 
ii) Number of years of service within the Health care department of the City of Ekurhuleni? 
 
 
2. What does the concept “quality Health care delivery” mean to you as a Health care worker and 
what is the current state of Health care delivery system within the City of Ekurhuleni? 
 
3. Are you satisfied with the level of support you get from the superiors in executing your duties on 
a daily basis? Please briefly explain your answer. 
 
4. Do the processes followed to administer and deliver Health care services to patients standardized 
throughout the City of Ekurhuleni clinics or each clinic has a different practice? 
 
5. Please comment on each of the below statements regarding how you perceive them in connection 
with how it either assist or hinder the delivery of patient care 
a) Service execution and monitoring of patient care 
b) Empowerment of local clinic staff to make appropriate decisions about patient care 
 
c) Staff morale contribution towards better delivery of patient care. 
 
6. Also, comment on the following statements concerning administrative functions 
a) The volume of paperwork done to complete processes and whether anything can be done 
to simplify the processes and reduce the amount of paperwork involved. 
 
b) How often do supervisory staff visit this clinic to give guidance and direction as 
well, as to assess the situation in general regarding Health care delivery. 
